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THe problem of late charge losses has been success- 
fully eliminated in hospitals served by TelAutograph 
Telescriber Systems. This method of instant handwrit- 
ten communication assures late charge control. 





The floor nurse, on receipt of discharge instructions, 
telescribes patient's name, room or ward and dismissal 
time to all departments. This notification enables X-ray, 
Pharmacy, Diet Kitchen, etc., to telescribe immediately 
all outstanding charges to the Business Office. In this 
way all charges are in—the patient pays his bill in 
full—the hospital suffers no loss. 








To learn more about how a TelAutograph Telescriber 
System can serve your hospital by controlling late 
charges, aiding in out-patient channeling and assisting 
in general filing procedures, write Dept. A-3. Specific 
literature pertaining to the hospital field will be sent 
to you without obligation. 





When writing for information ask 
for details on the newest tele- 
scriber feature —simulated forms 
on your hospital's telescriber trans- 
ceivers. 
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reasons why the Maximar 250-III 


is adaptable to the most exacting technics 








Small symmetrical tube head facilitates positioning to treatment area. 
Provides convenient access to difficult treatment areas with unobstructed 
view of the area while positioning for treatment. New coning system 
eliminates the conventional master cone, to permit attachment of treat- 
ment cones direct to the tube head. 


Finger-tip control. Vertical and angular adjustments of the tube head 
are obtained through motor-operated mechanisms controlled by finger- 
tip switch on the face of the tube head. Angle indicating scales on the 
supporting arm facilitate the recording of any tube head position, in 
view of duplicating, 

Serves also for superficial and intermediate therapy. Complete 
range from 80 kvp to 250 kvp makes this equipment serve for super- 
ficial and intermediate, as well as for deep therapy. The small, sym- 
metrical tube head facilitates the directing of radiation to all parts of the 
body — accurately to the smallest prescribed treatment area. 


Unusual compactness. Special consideration was given to conservation 
of floor space in the design of the Maximar 250-III. A glance at the 
illustration to the right tells the story. In fact, the Maximar 250-III 
occupies only 31/4 square feet of actual floor space! See your GE repre- 
sentative or write General Electric X-Ray Corporation, Dept. L-3, 
Milwaukee 14, Wisconsin 


GENERAL @@ ELECTRIC 
X-RAY CORPORATION 
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STATIC ELECTRICITY is a source of danger to patients 
and personnel in your operating room. Accumulation 
of such charges can cause a spark that may explode 
anesthetic gases with disastrous consequences. Painted 
equipment surfaces are non-conductive. They allow 
dangerous spark-producing charges to build up. 


You eliminate such explosion hazards with Blickman- 
Built operating room equipment. Their solid, stainless 
steel surfaces readily conduct static charges to the 
ground. Underwriters approved rubber casters and floor 











tips are also electrically conductive, freely passing static 
charges to the ground. With your operating room floor 
also conductive, static electricity cannot build up on 
Blickman-Built stainless steel equipment. If you haven't 
this sort of “Safety Insurance” in your operating room, 
it would be a wise precaution to look into it now. Our 
hospital equipment consultants will be glad to assist you. 


SEND FOR BULLETIN 9 ORC... illustrates and 
describes more than 50 different Blickman-Built 
“Safety Insurance” units of operating room equipment. 


S. Blickman, Inc., 3803 Gregory Avenue, Weehawken, N. J. New England Branch: 10 High St., Boston 10, Mass. 


$¢ Blickman-Built 
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Made with the 


in mind... 


RED cRo° Developed by Johnson & Johnson research 
"7 laboratories—the new ZONAS Adhesive Tape 


TAPE ON EO 
OR MORE PER ROLL 


\DINGHES “10 ¥ and features: 


New lighter backcloth— 160 sturdy threads 


is designed to meet hospital requirements 


for a high quality tape at a low cost. 


iocese 


of uniform size and quality per square inch— 
characterized by high strength and unusual 


optical whiteness. 


Adhesive mass made to new exclusive 
formula — greater freedom from skin 


irritation — quick and lasting stick. 


Buy Quality —Buy Economy —Buy ZONAS 


HOSPITAL DIVISION 


Z0 Adhesive Tape with heavier backcloth—still available in all size cuts. 
*TRADE MARK 








ANY READERS will recall that 
M in my previous letter I 
stressed the present “very trying 
days for the hospital administra- 
tor.” I am sure that we may well 
agree that the strain has been ac- 
centuated because of the happen- 
ings within the past few weeks. 
The imposition of price controls 
and wage freezes have served as 
a reminder of the significance of 
these happenings upon hospital 
management during the period of 
World War II. At that time we 
were fortunate in obtaining from 
the War Labor Board exemptions 
for charitable hospitals from the 
provisions of man-power control. 
This famous order No. 26 will go 


down, I venture to say, as one of 
the most important measures, pre- 
senting evidence of sympathy and 
understanding, on the part of gov- 
ernmental representatives, of the 
problems confronting hospitals. 

(See News Section for later story 
on wage freeze.—Ed.} 


We are engaged in earnest 
efforts to obtain similar relief in 
the present great emergency. 
Your president, Executive Director 
George Bugbee and Albert V. 
Whitehall, director of the Wash- 
ington Service Bureau, called re- 
cently on the top governmental 
representatives charged with the 
responsibility for decisions on 








IF MELTED 
the pack is perfectly 
FE 


IF NOT MELTED 
the pack is 
DANGEROUS 





AT A GLANCE 


Method of 


PREVENTING INFECHION 


SMITH AND UNDERWOOD 


Sole Manufacturers Diack Control! and Inform Controls 


“& 
gu Before autoclaving, ince a 
Diack Control at the center of 
each large bundle of dressings, 
particularly in the large bundles 
located at the bottom of the 
chamber. Allow the long threads 
to extend out of the packs. 


When the charge has been run 
each pack of dressings may be 
checked for complete -sterility 
by pulling the Diack out of the 
bundle. Examine the tablet; if 
melted, the dressings are 
SAFE! 


D stink Controt: 


847 NORTH .4AIN STREET AK, MICHIGAN 
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wage stabilization, on price freez- 
ing and on physical construction. 
In short, we called on everyone 
who could offer us what we earn- 
estly believe to be justifiable as- 
sistance in order that hospitals 
may function to advantage. We 


' presented what we believe to be 


a very just case in our attempt 
to prove the part which hospitals 
must play in safeguarding the 
health of the people in order that 
the productive power of the na- 
tion might operate to the neces- 
sary advantage of the present war 
effort. 

We stressed, too, the need for 
the conservation of necessary per- 
sonnel power in our hospitals in 
order that they might play their 
part in connection with planned 
civilian defense. It is fitting, too, 
that we should pay tribute to the 
earnest efforts of Dr. Rusk’s com- 
mittee, of which our fellow mem- 
ber, Dr. John B. Pastore, is an 
invaluable member. 


A very important meeting was 
held recently of representatives of 
the six major health and welfare 
organizations serving on_ the 
Inter-Association Committee on 
Health. These include, in addition 
to the American Hospital Associa- 
tion, the American Medical Asso- 
ciation, American Public Health 
Association, American Nurses As- 
sociation, American Dental Asso- 
ciation and the American Public 
Welfare Association. Your repre- 
sentatives on that occasion in ad- 
dition to your president were John 
Hayes, Dr. Tony Rourke, and Bert 
Whitehall. 

Among the subjects discussed 
was news of the formation of the 
defense department’s new Medical 
Policy Committee in Washington 
and its relationship to the Rusk 
committee. The question was raised 
as to the wisdom and importance 
of attempting to arrange a joint 
meeting of the above-mentioned 
committees with the representa- 
tives of the inter-association com- 
mittee. It was decided to give some 
further thought to the preparation 
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vastly superior adhesive is available to you. 


It is prepared from a completely new formula. This adhe- 


ingredients purchasable. 


Recent impartial skin tests show this new adhesive 
causes even less skin irritation than the regular Curity 
brand formerly produced—the least irritating adhesive 


we have ever made. 


Curity laboratory technicians have been working con- 


stantly to develop this new and finer adhesive. 


There have been no restrictions as to cost or quality. 
The single goal has been ‘‘the finest adhesive modern 


science and processing techniques can produce.” 

Today, that goal has been met. 

The well-known Curity tackiness and adhesiveness 
have been improved! . . . yet these qualities have not been * 
attained at the expense of any other qualities. It retains Ur at y 


the same body for which Curity is noted . . . for easy ap- siti ak 


plication, freedom from wrinkling. 
And this new adhesive is yours to use at the same cost, 
despite its costlier ingredients. 


| (BAUER & BLACK) 


Division of The Kendall Company 
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You can tee| 
the difference 
and §o Can 
the patient 


LOW COST 
EXPENDABLE 


KASLOW 


Stomach 
Tubes 


Plastic Levin Type 


’ Satin-smooth, transparent 
Greater patient acceptance 


Large inside diameter, 
small outside diameter 


Tasteless, odorless 
New smooth, molded tip 


Write for free sample and name 
of nearest distributor 


DON BAXTER, INC. 
Research and Production Laboratories, 
Glendale 1, California 





of a list of questions to be sub- 
mitted if such a conference is ar- 
ranged. 

Miss Gelinis and other repre- 
sentatives of the nursing group 
presented for the consideration of 
the assembled committee mem- 
bers, the recently proposed Bolton 
bill. She described this legislation 
in detail and pointed out that its 
main objective is the elevation of 
nursing standards with (in her 
opinion) consequent and most fa- 
vorable effect upon meeting the 
nursing needs. 

During the discussion which fol- 
lowed, it was pointed out by Dr. 
Rourke and others that in intro- 
ducing the bill it was acknowl- 
edged that a shortage of approxi- 
mately 60,000 nurses exists and 
it does not appear as if the Bolton 
bill, while commendable in its de- 
sire to improve the quality of 
nursing education, would be of 
any great material relief in meet- 
ing the nursing shortage. It was 
agreed from the point of view of 
our Association, that since our 
Council on Professional Practice 
would be meeting early in Feb- 
ruary and would undoubtedly dis- 
cuss this legislation, the represen- 
tatives of the Association would 
prefer to wait until then before 
going on record in regard to this 
legislative matter. 


Cin of my great joys and satis- 
factions was to participate in the 
recent annual meeting of the Mas- 
sachusetts Hospital Association. I 
chose for a topic, “The Hospital of 
Yesterday, Today and Tomorrow.” 
This furnished an opportunity for 
me to bring the most cordial and 
warm greetings of the American 
Hospital Association as well as to 
point out the many and important 
ways in which the national or- 
ganization serves its membership 
and more than justifies the in- 
vestment which the individual 
institution and member makes 
towards the support of the parent 
organization. The value of the 
Washington Service Bureau, the 
importance of our councils, the 
contributions of our executive di- 
rector and his personnel all re- 
ceived the just and deserving 
credit which should be given to 
them. 

I attempted in my address to 
present a picture of the evolution 
of the American hospital within 
a comparative short time. In bring- 
ing in the story of the founding of 
the first general hospital, the 


Pennsylvania Hospital, whici, js 
soon to celebrate its 200th anni- 
versary, it was a pleasure to pay 
tribute to John Hatfield, who go 
ably led our Association up jo a 
few months ago. His devotion, 
tirelessness, and interest in the 
welfare of our hospitals deserve 
the commendation of all who have 
a sense of values. 

In emphasizing the early concept 
of the functions of a hospital, 
namely, the care of our sick poor, 
the opportunity was presented for 
pointing out just what progress 
has taken place in this field in the 
United States in a period of less 
than a century. It would be of 
immeasurable aid if more people 
to whom we must look for sup- 
port really realized just what the 
hospitals, as standby institutions, 
do to safeguard their health and 
welfare. As truly the “workshop of 
the medical profession,” the hos- 
pital, with its professional and 
technical personnel and essential 
equipment and group judgment, 
makes possible indeed a high qual- 
ity of care with its beneficent 
effects, the recovery of the sick. 

I pointed out pertinently, and I 
believe it is something that must 
be repeated again and again, that 
the present belief about higher 
costs must be challenged by a 
presentation’ of the checks and 
balances which are at our disposal, 
as offsetting arguments. We must 
point out to the public that while 
the charges, because of costs, are 
higher, the hospital stay is not 
only very much shorter but safer. 
In speaking of the hospital of to- 
morrow, I emphasized that among 
the problems with which we will 
be faced will be gearing ourselves 
to meet the medical and hospital 
needs of an aging population. 
These needs are to be met not 
only within our hospital walls but 
by sound machinery for adequate 
home care, the pattern for which 
has been so well developed al- 
ready. I was bold enough to en- 
vision a greater understanding in 
the future on the part of the 
American people of the all-im- 
portant part the hospital must and 
will play as a citadel of health and 
as a background in which the med- 
ical profession and all who work 
with it will function most efii- 
ciently and for the good of all. 


Charles F. Wilinsky, M.D., President, 
American Hospital Association 
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Safe, simple preparation of milk formula 














This carefully planned work flow pro- 
duction line saves time and steps in 
formula preparation. 


Washing room. Only clean tech- 
nique must be observed here since 
bottle, nipple and cap will be subject 
to terminal heating as final step. 


Formula room. The entire product— 
formula, bottle, nipple and nipple 
cap are placed in the autoclave for 
terminal heating at 230°F. for 10 


hos- minutes 
and : 
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will Parents, in this case, see the care 
0 that is taken to protect their infant. 
a Note the refrigerator on left. It is 


tion. 
not filled from the Formula room and is 


but accessible from corridor. 
uate 
berg Bottles, nipples, and nipple caps are washed 
en- clean. The entire assembly of bottle, formula, 
g in nipple, and nipple cap... all in place... is placed 
= in the sterilizer chamber. It is heated at 230°F. for 
and 
and It is as simple as that—and no amount of elabora- 





Mobile bottle warmer—for trans- 
portation of bottles to the nursery. 
Warms bottles to 102°F. 


Rectangular autoclave for large 
volume. Cylindrical and rectangular 
autoclaves available for capacity 
from 32 to 384 bottles per load. 


Hospitals throughout the country have found this 
simple technique completely safe and satisfactory. 

For experienced help in improving your formula 
preparation facilities see your Castle dealer or write: 
Wilmot Castle Company, 1184 University Ave., 
Rochester 7, N. Y. 


10 minutes. 


“ tion will improve the end result. 
yor 
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ON ASKING THE BOARD FOR HIGHER RATES 


N THIS PERIOD of rising prices, 

wages and salaries, adminis- 
trators are faced with the neces- 
sity of increasing hospital rates. 
This, of course, must be sanctioned 
by the governing board. Below, 
five administrators relate methods 
of presenting the case to the gov- 
erning boards in answer to the 
question: “Since governing boards 
are traditionally reluctant to raise 
rates, what would you recommend 
to a young administrator as the 
type or types of factual informa- 
tion most likely to demonstrate 
the hospital’s need for a rate in- 
crease?” 


Monthly financial statement 
keeps board up to date 


THE YOUNG. administrator’s will- 
ingness to shoulder all the prob- 
lems of his hospital, not taking 
his board into his confidence early 
enough, frequently causes crises 
that could be prevented. Every 
member of a 
board should 
serve on a 
standing com- 
mittee, which 
should meet at 
regular monthly 
intervals. Dur- 
ing these com- 
mittee meetings 
various detailed 
problems appli- 
cable to the 
committees’ as- 
signments can be thoroughly dis- 
cussed. The committees’ recom- 
mendations can be acted upon at 
board meetings. The time to act 
on problems is before they have 
become acute. An informed board 
is an understanding, cooperative 
board. Necessary requests for 
changes in policy frequently are 
lost through inadequate prepara- 
tion and presentation. 

Complete monthly financial re- 
ports prepared to show the opera- 
tion of each department and 
broken down to patient-day aver- 
ages readily reflect financial trends 
and help to keep the board mem- 
bers informed of their hospital’s 
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operations. These, too, are vital 
to any administrator. 

It is most irritating to think that 
nonprofit hospitals must apologize 
for adjusting rates upward to meet 
rising costs. While checking the 
minutes of our board meetings, I 
came across a meeting in 1918 
when, with much reluctance, our 
trustees raised ward rates from 
$1.75 to $2 per day, fearing that 
they were pricing our services 
out of the market. Our Pacific 
Coast area has the highest costs 
in the nation, so we have been 
faced with these problems many 
times in recent years. 

When the young administrator 
has the understanding confidence 
of his board, he can expect better 
public relations as the board mem- 
bers are prepared to tell their hos- 
pital’s story to all they meet. A 
young administrator would do well 
to remember that the time to at- 
tack problems is before they be- 
come acute, for coming events 
usually cast their shadows.— 
GORDON W. GILBERT, administrator, 
St. Luke’s Hospital, Spokane. 


Reasons for more income 
must be demonstrated 


HOSPITAL RATES are raised gen- 
erally either to meet higher oper- 
ating costs or to improve or add 
to patient services. If the admin- 
istrator is asking for authority to 
increase rates to meet higher costs, 
he should be 
able to demon- 
strate that costs 
are higher be- 
cause of factors 
that are outside 
of his control. 
One such factor 
would be the 
costs of materi- 
als and supplies 
purchased. He 
might show 
price increases 
in the most frequently purchased 
items, such as fuel, food and bed- 
ding. 

If the rate increase is necessary 
because of increased pay-rolls, he 


MR. ANDERSON 








must be ready to show the board 
members what their hospital is 
paying in the various job classi{i- 
cations and how those wage raies 
compare with others in the area— 
in industry as well as in other 
hospitals. If the request for a rate 
increase is made necessary to en- 
able the hospital to provide ad- 
ditional services, the administrator 
should show the board why these 
services are desirable, what they 
will do for the patients, and a 
budget of what they will cost. 

Hospital rate increases should be 
requested before an emergency 
exists. The board members should 
be kept informed regarding trends 
in costs so that they will be 
prepared to authorize changes as 
they become necessary. 

Before requesting an _ increase 
in rates, the administrator must 
be able to demonstrate that he is 
purchasing supplies as reasonably 
as possible, that present hospital 
employees are being used effi- 
ciently, and that there is no other 
source from which the additional 
income can be obtained.—J. MILO 
ANDERSON, superintendent, Meth- 
odist Hospital, Gary, Ind. 


Showing added expenses 
justifies higher rates 


IN THESE DAYS of changing con- 
ditions in the hospital field, I can- 
not conceive of any governing 
board that would adopt the tradi- 
tionally reluctant attitude of not 


wanting to raise rates — that 
would, appar- 
ently, rather 
than raise 
rates, over- 
charge those 


patients who 
are able to pay 
for their care in 
order to take 
care of those 
who cannot pay 
the full cost of 
their care or 
would ask phil- 
anthropy to make up these losses 
that occur. Boards should adopt a 
very realistic attitude, and all 
they have to do is to look at their 
own financial statements to see 
where they are heading. All hos- 
pitals are in the same position 
today, operating at a deficit, un- 
less they are heavily endowed or 
unless their rates are on a proper 
basis. 

In putting these facts before my 
board, I have found the one thing 
that seems to impress them more 
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Adaptable to existing installa- 
tions of “American” cylindrical 
and rectangular Surgical Supply 
Sterilizers, Milk Formula Steri- 
lizer-Disinfectors and Steam 
Jacketed Laboratory Autoclaves 

.~RECESSED OR OPEN 
MOUNTED—now equipped with 
Top Operating Valve. 





“gush-button” LONTML 


—a revolutionary unit which electromatically governs STERI- 
LIZING—EXHAUSTING—DRYING phases by simultaneous set- 
ting of 3 simple dial buttons. .. thus relieving operator for other 
duties during the entire period of the sterilizing cycle. 


Additional highlights— 
Permits greater load output 


Permits duplication of any required performance with accurate, split- 
second precision 


Operates manually in event of electric power failure 


Permits usual function of recording thermometer. 


WRITE TODAY for detailed information 
AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


4 oom AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND Ones iN 
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than anything else is picking out 
those commodities that enter into 
the operation of the hospital, such 
as foodstuffs, dressings, surgical 
supplies, coal, and wages, and 
showing the increase over‘the past 
few years. The board is then asked 
very frankly why we should be 
expected to pay these increased 
prices and wages and not charge 
a similar increase for the service 
that we are presumed to be selling 
at cost. Some of the figures, if 
they are properly put up, will be 
so spectacular that there will be 
no reluctance on the part of boards 
to adjust their rates accordingly. 

One thing that the young man 
must insist on is that proper ser- 
vice to the sick must not be re- 
duced in an effort to try to bal- 
ance a budget. Service must be 
maintained at the high standards 
of today. If this is done, it means 
that adequate rates must be paid, 
and those people who should pay 
for the indigent should assume 
that responsibility—A. J. Swan- 
SON, general superintendent, Tor- 
onto Western Hospital. 


Charts and graphs show 
need of rate increase 


ANY ADMINISTRATOR, experienced 
or inexperienced, should have in- 
formation in perceptible form to 
present to his governing board 
showing the need for increased 
revenue from patients. This should 
take the form 
of charts or 
graphs carrying 
percentages of 
increased ex- 
penses commod- 
ity-wise. The 
most common 
of these com- 
parisons would 
be in salaries 
and wages, 
foodstuffs, lin- 
ens, gauze, su- 
tures, drugs, services from public 
utilities, instruments and equip- 
ment. 

If possible, items familiar to his 
board members should be_ in- 
cluded. For instance, if a promin- 
ent member is engaged in the dis- 
tribution of fuel, a comparison of 
costs of oil and coal should be 
made between the time current 
hospital rates were placed in force 
and the present. If another mem- 
ber of the board is a cotton manu- 
facturer, he will substantiate the 
increased cost of sheets, pillow 
cases and spreads. Men engaged 
in public utility work are especi- 
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ally helpful in corroborating such 
data and interpreting the straits 
into which a public institution will 
be drawn if revenue falls below 
expenses for an extended period. 
The bureaus of labor and indus- 
tries in a number of states pub- 
lish data, in some cases weekly 
or monthly, that may be compared 
with the prior year to substantiate 
increased expenditures in other 
businesses, as well as in the hos- 
pital field. From various bureaus 
in Washington, wholesale and re- 
tail commodity prices are on file 
and can be compared with pre- 
vious statistics.* The local cham- 
ber of commerce, as well as the 
business librarian of the local pub- 
lic library, would be able to ac- 
cumulate substantiating evidence. 
If the hospital happens to be near 
a university center, the depart- 
ment of economics can be an ad- 
ditional source of assistance. 


Since the hospital is a user of 
almost every product imaginable 
in some form or other, a wide 
range of salient figures is possible. 

A young admihistrator should 
be farsighted enough to project 
anticipated expenses for a consid- 
erable period of time, realizing the 


_ reluctance of governing boards to 


increase rates more than once a 
year at the most. He should make 
sure that his expectancy of utili- 
zation or occupancy will not mark- 
edly affect his anticipated per 
diem cost. Additional personnel 
may be made necessary through 
expanding services, a reduced 
work week or other factors, such 
as increased minimums of wage 
rates, and these must be fully 
known and understood. 

The hospital’s trend toward a 
shorter length of stay with in- 
creased per diem expenses should 
be carefully studied and _ inter- 
preted. The general economic level 
of the community should be ap- 
praised, swings from a more ex- 
pensive type of accommodation to 
a less expensive type noted, and 
fluctuation of accounts receivable 
evaluated in relation to the ade- 
quacy of hospitalization insurance 
coverage. 

It is well to have in poster form 
a comparison of present rates 
charged by (a) neighboring hos- 
pitals, (b) hospitals of the same 
size within a radius of 50 miles 
or more or in regions on the same 
economic plane, and (c) plans for 





*In its purchasing department each 
month, Hospitats publishes tables showing 
current price trends in wholesale commodi- 
ties, based upon figures provided by the 
Bureau of Labor Statistics—The editors. 








rate increases and amounts under 
consideration by other hospitals. 

It goes without saying that the 
board members will have in their 
hands a current statement of op- 
erations that shows the operating 
deficit now being incurred. An 
awareness should be created in 
the minds of all board members 
of the dangers of eating into capi- 
tal funds by increased deficits and 
the possibility of becoming vulner- 
able to governmental subsidy. Un- 
derstanding and_ well-grounded 
members of the board and medical 
staff will be prepared to inter- 
pret the need for increased rates 
to the public much more readily 
when all the facts are known and 
the implications of deficit finan- 
cing are delineated——PAuL J. 
SPENCER, director, Lowell (Mass.) 
General Hospital. 


Present expense breakdown 
through finance committee 


THE FACTUAL information needed 
for this young man would consist 
of actual costs by departments for 
the past two years. These should 
be broken down into cost per 
patient day and then a separate 
study of the 
cost in the clas- 
sifications of 
salaries, sup- 
plies and ser- 
vices by depart- 
ments. This 
gives a_ clear 
picture of what 
has happened 
within the insti- 
tution. In addi- 
tion to this, it 
would be well 
to compare the last year’s expense 
with the budgeted amount to show 
how nearly and how sound an ap- 
proximation was made during that 
year. Income figures should be 
compared in the same way. 

The next step is to determine 
from all the information available 
what the cost of food and supplies 
is likely to be for the next 12 
months, based on some reliable 
price index, such as the Survey of 
Current Business, published by the 
U. S. Department of Commerce, 
Washington, D. C. It is important 
that there be a reference to an 
index for food because this is one 
of the major items of cost. Price 
trends in textiles, fuel, and other 
major products purchased by the 
hospital must be analyzed. The 
cost of drugs should be estimated 
as nearly as possible, but in most 
hospitals an increase in the cost 
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* WITHOUT A KIDNEY ELEVATOR 


low Reflex Ab- 
dominal position— 
from Kidney Posi- 
tion with one hand- 


















Low Kidney Position — 
32 inch minimum height 





low Chair Position — 
ideal for brain and 
EENT work. 


SHAMP 
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unusually LOW Operating 
Field in ALL Table Positions 


The S-1506 Hermann Major Operating Table combines 
surgical research and engineering skill to provide the 
following unique features never before available on a 


single Operating Table: 


@ Extreme Kidney Position of 135° at minimum 32” height 
eliminates need of kidney elevator and footstool— provides 


complete body support to extremities. 


@ Closure of Incision for Suturing is facilitated by single-control 


adjustment from kidney to reflex abdominal positions. 


@ Low 90° Chair Position at 26” minimum height—ideal for 


neuro and EENT surgery. 


@ Head End Control of most important adjustments by the anes- 
thetist. No visual indicators to be obscured beneath the drapes. 


@ Eleven Inch Hydraulic Height Adjustment 


Investigate all the advantages of the Shampaine Hermann 
Table before equipping your next operating room. 


Sold through Surgical and Hospital Supply Dealers 
SAINT LOUIS + MISSOURI 
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Take a Backward Look... 


then 





for the Future with 


ELECTRIC 


Oscillators 

















Stationary hollow-steel Forced-feed lubrication — oil 
shaft is case-hardened is continuously fed to bearing 
and rigidly anchored in surfaces by spiral grooves 


the motor frame. and conveyor return. 


TiN 


AN-PLAN 












Fingertip oscillation control 
—lets you simply “dial” 
any sweep, from 90 de- 


grees to stationary. 








Remember a few years back when Emerson-Electric Oscillators is 
you were unable to purchase qual- important. Their record of years 
ity-built equipment? A backward of trouble-free service is your as- 
glance today can help you plan for surance of dependable ventilation 
tomorrow... for example, in plan- no matter what the future brings. 
ning efficient, economicalandlong- Fan-plan with the future in mind... 
lasting ventilation for your build- see your electrical contractor, or 
ing, the known performance of write for free Catalog No. 217A. 


EVERYTHING IN FANS! 


Besides the most complete line of Oscillating Desk 
and Stand Fans, Emerson-Electric offers Direct- and 
Belt-drive Exhaust Fans, Air Circulators, Ceiling 
Fans, Window Fans, and Low Table Fans. Write 
for Catalog No. 217B. 


THE EMERSON ELECTRIC MFG. CO. « St. Louis 21, Mo. 






EMERSON <> ELECTRIC 


FANS « MOTORS 


APPLIANCES 





of drugs is automatically reflecied 
in an increase in the charge to {ie 
patient and, therefore, is a scjf- 
balancing item. 

Personnel salaries must be set 
in accordance with local or re- 
gional going rates after due credit 
is given for such services as hos- 
pitalization, meals, and _ other 
things that the hospital may fur- 
nish free. The business index will 
give some idea of what might be 
expected in the way of increased 
cost of living and, therefore, will 
give a basis for increase in sal- 
aries. The American Hospital As- 
sociation’s annual Salary Survey 
publication gives all the informa- 
tion needed as background for 
salary decisions for most classes 
of hospital personnel, including 
working hours, vacations, and 
maintenance provisions. 

All of this information should 
be presented to the members of 
the governing board’s finance 
committee. A discussion of the es- 
timates of the cost of supplies will 
result in some adjustment, and 
salary changes can be approved 
by them. 

This young administrator will 
find that when this committee has 
agreed on a budget and the neces- 
sary rate raise to cover it, his work 
is only half done. Actual presenta- 
tation of this budget should be 
made by the chairman of the fi- 
nance committee. This is impor- 
tant because a board member is 
making a recommendation to his 
fellow members. They realize that 
he has made conscientious study 
of it and that, as a result of the 
finance committee meeting, he will 
be conversant with the changes. 
The administrator himself will 
speak only when called upon in 
support of any questions that may 
arise during the board meeting. 

My experience is that governing 
boards are more reluctant to have 
deficits than they are to raise 
rates.—REID HOLMES, administra- 
tor, North Carolina Baptist Hos- 
pital, Winston-Salem. 
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routine protection 





against hemorrhage. . . 


Synkayvite is a stable, potent, water-soluble 
vitamin K compound used to prevent bleeding in 
the newborn when due to hypoprothrombinemia. 

Vitamin K is now used during labor or at birth with 
“life saving effect.”! Prothrombin levels can also 
be quickly restored in obstructive jaundice, 
gastrointestinal disorders and other conditions 
marked by bleeding tendencies due to vitamin K 
deficiency. Adult dosage, 5 to 10 mg daily, adminis- 
tered orally or parenterally, larger doses when 
necessary. In routine obstetrical use, 10 to 20 mg 
parenterally to the mother during labor, or 5 mg to 
infant immediately on delivery. Synkayvite is 
supplied in 5 mg tablets for oral administration, 


and in 5 mg and 10 mg ampuls for parenteral use. 
1. Wiswell, G. B., Canad, M.A.J., 53:555, 1945. 


HOFFMANN-LA ROCHE INC. * NUTLEY 10 * N., J. 


Synkayvite* 








Classification of newborn 


What should be the classification of the 
newborn infant who remains in the pre- 
mature nursery after the discharge of the 
mother? For accounting purposes, is this 
newborn classified as such or as a regular 
inpatient? 


The stand is taken in our revised 
accounting manual, “Handbook on 
Accounting, Statistics and Business 
Office Procedures for Hospitals,” 
that the infant in the newborn in- 
fant nursery always should be re- 
corded as a newborn infant and 
not as a regular inpatient, even 
though the mother has been dis- 
charged. In the event that the hos- 
pital maintains a premature nurs- 
ery, one that is physically sep- 
arated from the regular nursery, 
the newborn infant statistics that 
are applicable to each nursery may 
be segregated. 

Infants transferred from the 
newborn infant nursery to a pedi- 
atric nursery, however, should be 
recorded as regular inpatients 
from the time that such transfer 
is made. 

Infants born outside the hospital 
and admitted to the pediatric nurs- 
ery should-be recorded as regular 
inpatients and not as newborn in- 
fants. 

It might well be that the hos- 
pital maintaining a premature 
nursery would want to keep such 
nursery’s statistics segregated from 
the statistics applicable to the reg- 
ular nursery. If the infant is 
housed with the mother, these 
statistics, too, may be segregated 
(as recommended at the bottom 
of page 17 of the manual).— 
WILLIAM H. MARKEY JR. 


Ownership of bills 


Is a patient’s bill owned by the patient 
or by the person who pays the bill? For 
example, a patient comes in with polio, 
and the bill is paid by the polio founda- 
tion. Upon his discharge, the patient re- 
quests that he be given an itemized state- 
ment by the hospital with no indication 
on it as to who paid it, so that he may 
collect from his private insurance com- 
pany. Should the hospital give him the 
bill without the consent of the polio 
foundation, or should it give him the bill 
showing that the polio foundation paid 
this sum of money? 


30 





The patient is not entitled to an 
itemized bill unless he has paid the 
charges or is responsible for them. 
There would be no harm in giving 
him a letter indicating that a third 
party paid the charges. If such 
third party has no objection to 
furnishing an itemized bill to the 
patient, the patient or the hospital 
can obtain authorization for it or 
he can get a copy directly from the 
third party. Giving the patient a 
bill that does not show payment is 
not an accurate statement and may 
deceive the insurance company in- 
to believing it is liable under the 
patient’s insurance policy.—EMAN- 
UEL HAYT. 


Social security in states 


Can state hospitals participate in the 
social security program? 


The governmental hospital that 
is owned or operated by a politi- 
cal subdivision of the state is sub- 
ject to the decision of the state 
on its participation in the social 
security program. It is believed 
that-in many states, enabling legis- 
lation will be necessary. Such 
legislation has been prepared by 
the Council of State Governments 


and distributed to legislative offi- . 


cials in every state. 

Such state legislation would au- 
thorize a state agency to enter 
into a voluntary contract with the 
federal government for payment 
of contributions equal to the 
amount of pay roll taxes and OASI 
coverage in return. Political sub- 
divisions wishing coverage, and 
employees of such subdivisions, 
should make such arrangements 
through the _ designated state 
agency.—ALBERT V. WHITEHALL. 


Clinical psychologists 


Do the armed forces have a special 
classification for clinical psychologist 
graduate students? 


An officer of the selective ser- 
vice has informed me that there 
is no special classification for clin- 
ical psychologist graduate stu- 
dents. All students up to the age 
of 26 are handled alike under the 
selective service, and the deter- 
minations made relative to defer- 
ment are predicated on the basis 
of the regulations governing per- 













sonal hardship and the essential ity 
of the individual to his own com- 
munity. 

Planning officers in the military 
forces indicate that every effort 
will be made to assign individuals 
in conformity with the specialized 
knowledge and experience of that 
individual. On this basis it is pre- 
sumed that clinical psychologists 
will be utilized very much as they 
were during World War II when 
they were assigned to hospitals to 
assist in the new psychiatric de- 
partments. I presume that they 
also will be used in limited num- 
bers to assist in general personnel 
work as individuals are being se- 
lected for the various tasks in the 
armed forces. 

The Navy already is giving com- 
missions to qualified clinical psy- 
chologists. These individuals are 
to be utilized, as indicated above, 
in hospitals and also in the air 
stations to aid in the selection of 
aviation personnel. Some such 
graduate students may be inter- 
ested in obtaining commissions in 
anticipation of the effect that the 
selective service draft will have 
upon them as_ individuals.—Dr. 
DALLAS G. SUTTON. 


Charity care 


The question has come up as to whether 
or not one of our denominational hospi- 
tals is doing all it can or should do in 
view of the contributions that the hospi- 
tal receives during the course of a year. 
Can you give us any information relative 
to the “free bed” situation in hospitals 
in general? 


It is rather difficult to judge 
the adequacy of a hospital’s char- 
ity program as it is conditioned 
by a variety of factors, the most 
important of which are the basic 
operating policies adopted by the 
board of trustees of the institu- 
tion. 

Some hospitals purposely price 
their services below cost and sub- 
sidize all patient care from gifts 
of one kind or another. In this 
instance, all patients are recipients 
of a greater or lesser amount of 
charity. Other hospitals purposely 
establish rates that are greater 
than cost. In these cases the sur- 
charge to patients, combined with 
gifts, comprise a fund that can be, 
and usually is, used for financing 
charity care. 

There is another group of hos- 
pitals that’ uses the contributions 
and gifts for special purposes, such 
as the purchase of desirable but 
nonessential equipment, the main- 
tenance of special service depart- 
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DESIGNED SPECIFICALLY FOR 
HOSPITAL USE 


Goodyear Static Conductive and 


Spark Resistant Rubber Flooring 


: ip remarkable rubber flooring 
is built particularly for hospital 
surgeries where the build-up of 
static electricity must be prevented. 
Spark resistant because of its rub- 
ber construction, it is an excellent 
conductor of static electricity. 


Any charged object suddenly 
brought in contact with the floor 
will be safely discharged in such 
a manner as to avoid sparks. 
As a result Goodyear Static Conduc- 
tive and Spark Resistant Rubber 
Flooring is the safest and finest 
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flooring a hospital can install. 


Safety Plus Economy 
of Maintenance 

No less important for hospital 
service is the fact that Goodyear’s 
Static Conductive Rubber Flooring 
is almost unbelievably easy to 
maintain. Dirt cannot penetrate its 
smooth, glossy surface. It is resistant 
to medicine, fire, alcohol, most 
acids, stains and commercial 
cleansers. 

Goodyear Static Conductive, Rub- 
ber Flooring is resilient, easy to walk 


We thi 














on, minimizes distracting noises. Its 
simple jet black finish helps create 
an atmosphere of efficiency. 


For reception rooms and corridors 
where decorative flooring is desired, 
you can specify Goodyear Rubber 
Flooring with confidence—avail- 
able in 20 rich, beautiful colors, 
either solid or tone on tone. 


See Static Conductive and Wingfoot 
Rubber Flooring at dealers and 
contractors everywhere, or write to 
Goodyear, Flooring Department, 
Akron 16, Ohio for specifications. 


Chiller FLOORING 4 “= 
DSYEAR 


you'll like “THE GREATEST STORY EVER TOLD’’—Every Sunday—ABC Network 


Wingfoot—T.M. The 
Goodyear Tire & Rubber 
Company, Akron, Ohio 
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ments, clinics and the like. Also, 
there is, of course, a large number 
of hospitals that use all contrib- 
uted funds for the purchase of 
patient care. 

Generally, today fewer patient- 
days of service are being rendered 
without charge to the patient by 
hospitals nationally than was true 
10 years ago. This, however, does 
not mean that the volume of ser- 
vice measured in dollars has de- 
creased. Also, this trend is the 
reflection of the change in eco- 


nomic conditions. I am confident 
that more people are able to pur- 
chase hospital care today than they 
were some years ago because of 
the improved employment condi- 
tion and higher wages being paid 
generally. 

There is no “average” situation 
regarding the distribution of free 
care by hospitals. I use the term 
“free care” realizing that some- 
body or some fund must be used 
to pay the cost of that care. There- 
fore, it would seem that a hos- 
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hold a razor edge of lasting 


keenness. That’s why VIM injections 


are easy to give, and — just as 
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Trade Mark Reg US Por. O# 


hypodermic needles and syringes 


Available through your surgical supply dealer 


MACGREGOR INSTRUMENT COMPANY, NEEDHAM 92, MASS. 
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pital first must establish its po! icy 
regarding the application of sne- 
cial funds for this purpose end 
then live within that policy — 
MAUuvRICE J. NORBY. 


Defense Act provisions 


When will funds for construction be 
authorized under the Defense Act? Are 
hospitals included in this act? 


Probably it will be many months 
before any specific funds are au- 
thorized by the Congress for any 
construction under this act. The 
act itself is only enabling legisla- 
tion, and the Office of Civil De- 
fense, under Millard Caldwell, 
must prepare budget requests and 
receive specific authorization of 
funds for specific purposes from 
the Congress. It will take months 
to build an organization and then 
secure the needed appropriations. 

Hospitals are included in the en- 
abling legislation. Grants may be 
made through the Reconstruction 
Finance Corporation by the de- 
fense office for part of construction 
costs of hospital foundations if 
they are constructed as bomb shel- 
ters. Loans for construction may 
be made for hospitals in defense 
areas. These particular provisions 
would hardly apply to hospitals 
already well along on their con- 
struction programs. 

On the supply picture there are 
no priorities yet set up under the 
Defense Production Administra- 
tion other than the already exist- 
ing defense orders (known as 
“DO’s”), which are issued only to 
the military agencies for the pur- 
chase of war material.—A. G. 
STOUGHTON. 


Bed accidents 


Have you any information on fre- 
quency of accidents involving patients 
falling out of bed and on the liability in 
such instances? 

The Association’s library has a 
“package” of the following articles 
on the subject of patient falls from 
beds: 

“Bed Falls and Pitfalls.” Eman- 
uel Hayt. Hosprrats, June 1947. 
21: 54-59. 

“On Preventing Falls from Bed.” 
HosPITALs (Opinions), July 1950. 
24: 24-28. 

“The Patients’ Accident Pat- 
tern.” W. R. Williams. HOSPITALS, 
December 1948. 22: 39-41 

“62% of Accidents to Hospital 
Patients Attributed to Falls from 
Beds.” A. W. Kruger, M.D. Hos- 
pital Management, December 1943. 
24: 26.—HELEN V. PRUITT. 


HOSPITALS 
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HEN DISASTER STRIKES a community, no one 
man—nor even one agency—can be expect- 
ed to cope single handedly with its complex prob- 
lems. Cooperative action is demanded of all com- 
munity forces to relieve the suffering and to re- 
store order. 

Epidemics of poliomyelitis are disasters. Those 
who have experienced them in their communi- 
ties know full well the multiplicity of problems 
these disasters produce. In the past three years, 
successive record-breaking epidemics of polio have 
totaled 100,000 victims—most of whom required 
hospitalization for weeks or months and many of 
whom are still under treatment and occupying 
hospital beds. 







































The general hospital in the 
POLIOMYELITIS PROGRAM 


There is no monopoly on disaster 





GEORGE BUGBEE 
Executive Director, American Hospital Association 


The National Foundation for Infantile Paralysis 
has assumed a fundamental role in the fight 
against poliomyelitis, not just in the form of major 
financial aid but in the provision of equipment, 
technical personnel and competent advice as well. 
Yet it takes more than a foundation to lick polio- 
myelitis. It takes skilled medical treatment, and it 
takes superior hospital care. 

Hospitals, generally, have responded well to 
their civic responsibility in providing facilities for 
treatment. More than 700 hospitals throughout the 
nation last year provided beds for the acute or 
chronic care of polio patients. Good as the figure 
is, it still represents but a fraction of the number 
of hospitals capable of similarly fulfilling their 
responsibilities to the people of their communities. 

Cognizant that hospitals cannot arbitrarily and 
permanently deprive other patients of treatment 
facilities, in favor of those suffering poliomyelitis, 
no matter how urgent their needs, the editors of 
HospiTats have requested certain leaders in their 
fields of specialties to draw a blueprint for action 
based on their personal experience and judgment. 
In the following pages, they have set forth their 
experience in handling various phases of the prob- 
lem of providing care and treatment for polio- 
myelitis victims, and how they think such emer- 
gencies should be handled. 

Although the experiences are individual and 
each solution peculiar to the circumstances, a com- 
mon thread runs throughout each of their stories— 
pre-epidemic planning and cooperative effort: A 
type of cooperation that utilizes all the forces of a 
community—official agencies, voluntary agencies, 
and the private individual citizen—that are con- 
cerned with the health and welfare of the com- 
munity. Only by such planning and active cooper- 
ation can the problems of poliomyelitis epidemics 
be kept at their irreducible minimum. 
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POLIOMYELITIS CARE 


The Indiana planning 


committee for polio 


LeROY E. BURNEY, M.D. 


NDIANA’S EPIDEMIC of poliomyeli- 

tis in 1949 began with an ex- 
plosive outbreak in three adjoin- 
ing counties, during the latter part 
of July, and quickly spread to 
other areas in subsequent weeks. 
It marked the greatest incidence of 
the disease in the state—1,432 
cases. 

Early in the outbreak individuals 
and organizations concerned with 
the care and treatment of this dis- 
ease were besieged with requests 
for information, personnel, and 
equipment. The press and radio 
wanted daily, current reports on 
the incidence of the disease and 
the location of the cases. Officials 
and the laity alike were interested 
in information relative to the diag- 
nosis, treatment, and possible pre- 
vention of poliomyelitis. 

Hospitals requested additional 
Personnel and equipment. One 
county established a road block to 
turn back people coming from an 
adjacent county where a high in- 


_— 


jurney is commissioner, Indiana 


Dr. £ 
State Board of Health. 
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cidence of poliomyelitis existed. 
The sale of bananas was stopped in 
one city because of a rumor that 
the disease was spread by them. 

To more effectively meet the 
emergency, to exchange informa- 
tion, to learn what each was doing 
and what each could offef, repre- 
sentatives of the various groups 
concerned with poliomyelitis were 
convened by the state health com- 
missioner. The following groups 
were represented: 

The American Red Cross; 

The Indiana State Nurses’ Associa- 
tion; 

The Indiana State Medical Associa- 
tion (Poliomyelitis Committee) ; 

The Indiana Hospital Association; 

The Indiana University Medical 
Center; 

The Indiana State Board of Health; 

The Indiana Society for Crippled 
Children; 

The Indiana Health Officers’ Asso- 
ciation; 

The Indiana Chapter of the Physi- 
cal Therapy Association; 

The Indiana Chapter of the Nation- 
al Foundation for Infantile Paralysis; 

The Indiana Department of Public 
Welfare (Crippled Children’s Divi- 
sion); 


OFFICIALS of the National Foundation for 
Infantile Paralysis confer with state health and 
hospital authorities to plan medical and treat- 
ment facilities for impending polio epidemics. 


The Indiana Department of Pub- 
lic Instruction (Divisions of Special 
Education and Vocational Rehabilita- 
tion). 

Other persons with special inter- 
est and skills in poliomyelitis con- 
trol, as well as representatives of 
the press and radio, were invited 
to attend. 

At the first meeting a report of 
epidemiologic surveys made in the 
epidemic areas was presented. En- 
gineers of the State Board of 
Health reported on the sanitation 
surveys made in the affected areas 
in anticipation of numerous ques- 
tions usually asked relating to 
sanitation problems. Recommen- 
dations concerning these problems, 
compatible with our present 
knowledge of poliomyelitis, were 
discussed and agreed upon by 
members of the committee. 

The committee recommended 
that: 

I. Only confirmed cases should 
be reported to the press, radio, and 
others concerned. 

2. Every effort should be made 
to prevent undue alarm and hys- 
teria in epidemic areas. (This ob- 
jective was to be accomplished by 
making available to the public ac- 
curate and scientific information 
concerning poliomyelitis. A prop- 
erly informed public should be 
less fearful.) 

3. A daily poliomyelitis bulletin 
should be prepared containing in- 
formation relative to the incidence 
of the disease and other pertinent 
data of interest and assistance to 
local and state groups. (This bul- 
letin was inaugurated and was 
maintained throughout the polio- 
myelitis season with state-wide 
distribution to local health officers, 
hospitals, press, radio, chapter 
chairmen of the National Founda- 
tion for Infantile Paralysis, medi- 
cal societies, and others con- 
cerned.) 

The two state representatives of 
the National Foundation for Infan- 
tile Paralysis told of the problems 
they were encountering in: helping 
to provide care and treatment for 
the cases that occurred. Officials of 
the American Red Cross reported 
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that they had recruited 150 nurses 
for poliomyelitis duty in the state. 

The need for a training center 
for nurses was discussed. The Indi- 
ana University Medical Center had 
conducted a training course for 
nurses in the spring of 1949. The 
medical director of the center re- 
ported that of the 100 nurses 
trained, 10 were now working. It 
was immediately suggested that 
nurses from the State Board of 
Health and the State Department 
of Public Welfare offer consulta- 
tion service and on-the-job train- 
ing to nurses in hospitals caring 
for poliomyelitis cases. It was de- 
cided to plan later for an institute 
for nurses. 

A draft of a letter to all school 
administrators giving them infor- 
mation which they might use as a 
guide in determining whether to 
open the schools for the fall term 
was read. This letter was to be 
signed by the state health commis- 
sioner and the superintendent of 
public instruction. The committee 
approved the contents of the letter. 


COMMITTEE OBJECTIVES 


The committee established for 
itself the following objectives: 

1. To determine the _ services 
each organization had to offer and 
to secure closer integration and 
coordination of these services for 
the purposes of efficiency and 
economy. 

2. To secure general agreement 
upon policies relative to: (a) The 
management of the disease, and 
(b) the education and guidance of 
personnel employed to care for the 
patients. 

3. To pool existing knowledge 
concerning the extent of the dis- 
ease and the need for hospital beds, 
personnel, equipment, and related 
information. 

4. To plan for continuity of care 
of poliomyelitis patients from the 
acute stage through convalescence 
and rehabilitation. 

Epidemiologic data gathered 
thus far were presented at the 
second meeting of the committee. 
Standards for classification of cases 
as recommended by the National 
Conference on Recommended Prac- 
tices for the Control of Poliomyeli- 
tis, held at Ann Arbor, Mich., in 
June 1949,* were accepted. It was 
agreed that the following classi- 
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fication would be used in reporting 
cases: (1) Paralytic; (2) non- 
paralytic; and (3) presumptive or 
abortive. It was further agreed 
that abortive polio cases should not 
be counted in reporting, but cer- 
tainly should be studied epidemio- 
logically. 

A report was given on the num- 
ber of hospitals accepting polio- 
myelitis patients. 

The members stated that there 
was need for better training and 
supervision of nurses. 

These additional decisions were 
reached at the second meeting: 

1. Two members were delegated 
to secure information on the avail- 
ability of hospital beds for polio- 
myelitis patients. 

2. Hospitals were to be informed 
of services and assistance available 
to them from the National Founda- 
tion and the American Red Cross. 

3. Formation of local poliomye- 
litis committees was recommended 
in those areas having a high in- 
cidence of the disease. It was sug- 
gested that such committees might 
well consist of the local health 
officer and the public health nurse; 
the representatives of the local 
medical society, the Red Cross, the 
hospital, the welfare department, 
and the Crippled Children’s So- 
ciety; and other citizens chosen be- 
cause of their interest and promi- 
nence in the community. Such local 
committees would receive assist- 
ance from the personnel of the 
branch offices of the State Board 
of Health and from the State Polio 
Planning Committee. 

4. Recommendations were 
agreed upon concerning the clos- 
ing of swimming pools, churches, 
and theaters in epidemic areas. 

5. The policies of the State 
Board of Health on general sanita- 
tion and fly control were approved. 

6. In order to conserve hospital 
beds and skilled personnel for par- 
alytic cases, the committee agreed 
to urge that abortive and suspect 
cases be treated in the home. 

7. Where temporary isolation 
facilities were to be developed, it 
was recommended that hospital 
consultant nurses of the State 
Board of Health be asked to assist. 
Temporary facilities established 
~*Co) ies of these recommendations are 
available from the National Foundation 


for Infantile Paralysis, 120 Broadway, New 
York 5, N. Y. 








should be used for suspect cases 
only, with paralytic cases to he 
transferred to hospitals. 

Several members of the commit- 
tee reported inadequate care of 
hospital patients because pediatric 
and orthopedic consultative sery- 
ices were not utilized. These in- 
stances occurred primarily in the 
smaller hospitals where there was 
neither a pediatrician nor an or- 
thopedist on the hospital staff. The 
committee requested the National 
Foundation for Infantile Paralysis 
to ask its pediatric consultant to 
visit the state and review the sit- 
uation in these areas with the 
objective of encouraging local phy- 
sicians to use specialized consulta- 
tive services in the care and treat- 
ment of poliomyelitis cases. 


CURRENT PROBLEMS 


At a later meeting the commit- 
tee reviewed current problems and 
discussed more effective ways of 
solving them. Morbidity and mor- 
tality data were presented. The 
question of the treatment of fecal 
discharges of poliomyelitis patients 
was discussed. Suggestions by the 
pediatric staff of the Indiana Uni- 
versity Medical Center on this 
matter were presented and ap- 
proved. 

The recommendation of the 
American Public Health Associa- 
tion for a seven-day isolation pe- 
riod for poliomyelitis cases was 
considered and approved by the 
committee. Action is being taken 
by the State Board of Health to 
change the present regulation re- 
quiring 14 days of isolation to 
conform to this recommendation. 

These other decisions were 
reached: 

1. To establish a permanent Po- 
lio Planning Committee. 

2. To develop a manual on rec- 
ommended nursing procedures and 
techniques for use in hospitals. 

3. To develop a manual for lay 
consumption presenting general in- 
formation on poliomyelitis and 
listing services available from the 
several state and local agencies. 

4. To investigate the possibility 
of a nurses’, training course in the 
care of poliomyelitis patients at 
the Indiana University Medical 
Center—this course to consist of 
formal lectures and ward experi- 
ence. 
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HEALTH officials discuss polio epidemic problems with prominent citizens of the community to allay fears and improve public morale. 


5. To study the problem of hos- 
pitalization and rehabilitation of 
adult poliomyelitis cases. 

Subsequent meetings were held 
to complete action on these five 
recommendations. 


Accomplishments of the State Polio 
Planning Committee 


1. A closer integration of all 
groups—official and voluntary— 
concerned with the diagnosis, care, 
treatment, and rehabilitation of 
Poliomyelitis cases was achieved. 

2. An understanding of the serv- 
ices each group had to offer was 
realized. 

3, An agreement upon uniform 
Policies affecting the care and 
treatment of poliomyelitis patients 
Was atiained. 

4. General recommendations to 
the communities in the event of 
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recurrence of poliomyelitis were 
adopted. 

5. A training course for super- 
visory nurses consisting of lec- 
tures and ward experience was es- 
tablished by the Indiana Univer- 
sity Medical Center. Sixteen 
nurses from 10 hospitals attended 
the first Institute on Poliomyelitis 
Nursing. 

6 A manual for nursing and 
hospital personnel, entitled “‘Rec- 
ommendations on Nursing Proce- 
dures and Techniques in Hospitals 
Treating Poliomyelitis Cases,” was 
published. 

7. A manual containing general 
information for the public, en- 
titled, ‘Poliomyelitis: Where to 
Turn for Assistance,” was pre- 
pared. 

8. The Indiana University Medi- 
cal Center established a course for 


the practicing physician in the care 
and management of poliomyelitis 
cases, including the responsibilities 
of the members of the medical pro- 
fession to their communities. 


CONCLUSION 


The State Polio Planning Com- 
mittee was established as a tem- 
porary expedient in an emergency. 
It worked so well, both as a plan- 
ning and an action group, that all 
representatives requested it con- 
tinue on a permanent basis. Most 
important, this committee demon- 
strated that voluntary and official 
health agencies, the medical pro- 
fession, the hospital administra- 
tors, and others concerned with 
problems relating to poliomyelitis 
can work together effectively for 
the best interests of the patient, 
the community, and the state. 


4\ 



















































POLIOMYELITIS CARE 





The polio role of the 


hospital administrator 


MOIR P. TANNER 


| Fe MORE THAN 20 years many 
general hospitals throughout 
the United States have cared for 
infantile paralysis patients with- 
out a single proven case of cross- 
infection to doctor, nurse, aide, or 
another patient. Yet there are still 
many hospitals which bar admis- 
sion to infantile paralysis cases be- 
cause of the specter of contagion 
and the seemingly insurmountable 
problems engendered by admission 
of such patients. 

The record itself disposes of the 


fear of contagion and cross-infec- - 


tion. Properly handled, the in- 
fantile paralysis patient presents 
no more contagion hazard than a 
pneumonia patient and far less 
than a typhoid patient. 

There is, of course, some validity 
to objections based on the fear of 
the numerous problems that may 
arise when infantile paralysis pa- 
tients are admitted to a general 
hospital. The problems are many, 
but none of them is insurmount- 
able. And careful pre-epidemic 
planning by all interested official 
and voluntary agencies within the 
community can eliminate many of 
the problems and present solutions 
to the remainder. 

The responsibilities of a general 
hospital in providing facilities for 
the adequate care of infantile 
paralysis patients is a very real 
one and cannot lightly be tossed 
aside. It is on the shoulders of the 
hospital administrator mainly that 
this responsibility lies, and he 
should initiate the planning essen- 





Mr. Tanner is director of the Children’s 
Hospital of Buffalo. 
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tial to future hospitalization of 
poliomyelitis patients. 


MUST ANSWER QUESTIONS 


Obviously his first responsibility 
is to be certain that his hospital is 
adequately equipped. These are 
the questions for which he must, 
in cooperation with others, seek 
answers: 
> Does the hospital have respira- 
tors in good mechanical condition, 
and if not, are there immediately 
available to the hospital a suffi- 
cient number of such respirators? 
> Is there available the proper 
equipment for bronchoscopy and 
tracheotomy if these should be re- 
quired? 
>» Is oxygen and suction apparatus 
equipment available? 

» Are there available hot-pack 
machines, head _ boards, foot 
boards, tubs, tables and other 
equipment essential to the care of 
patients in the acute and convales- 
cent stages?* 

» Are the key medical and nursing 
staffs properly trained in the spe- 
cial treatment procedures for 
poliomyelitis patients? 

> Is there available trained vol- 
untary lay assistance to supple- 
ment the staff in certain nursing 
procedures in the event of an epi- 
demic? 

It is to the advantage of the hos- 
pital administrator to maintain a 
close working relationship with 
the local chapter of the National 





*Hospitals need not have on hand all 
emergency equipment. The National Foun- 
dation maintains strategically situated 
— pools for ioan of special equip- 
ment. 












Foundation for Infantile Paraly.is, 
It is his responsibility to see to it 
that the social service and admis- 
sion departments of his institution 
know the precise information they 
can dispense to patients and to 
families of patients, concerning the 
various benefits available to them 
from the National Foundation and 
other organizations. The Red Cross 
is invaluable to him in securing 
additional nurses,. volunteers and 
nurses’ aides. 

The head of any hospital which 
contemplates accepting infantile 
paralysis patients should have 
some knowledge regarding the 
special treatment techniques in- 
volved. He should realize that to 
accept these cases, adequate space, 
equipment and personnel must be 
ready on very short notice. 

The greatest asset to a hospital 
administrator in solving his prob- 
lems is an official Polio Committee, 
of which he should be a member. 
It should comprise representatives 
of the staff in pediatrics, medicine, 
orthopedics, otorhinolaryngology 
and neurology. Such a committee 
can make valid recommendations 
to the medical board or inform the 
governing board of the hospital 
relative to curtailment of elective 
nose and throat surgery, elective 
gastrointestinal surgery and sim- 
ilar contingencies. Further, this 
committee can be of benefit in 
organizing for medical teamwork 
and determining medical staff re- 
sponsibilities. It can also decide 
whether routine neurologic con- 
sultations are advisable. 

The Polio Committee can also 
advise the hospital administrator 
on regulations concerning visiting 
hours, as well as on decisions re- 
garding the care of polio patients 
on floors where other types of 
cases must be admitted. 

The administrator of a children’s 
hospital in particular—since these 
hospitals may have to care for the 
majority of polio patients—must 
look far ahead when there is an 
unusual number of polio admis- 
sions. If necessary, he may have to 
establish a routine which will per- 
mit the care of convalescent cases 
outside of the hospital. This may 
be an improvised unit in a building 
not orginally designed for hos- 
pital use. In this event, equipment, 
adequate nursing and_ physical 
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therapy personnel, occupational 
therapists and volunteers must be 
provided to staff such a unit. Ex- 
perience has taught that it may 
also be necessary to provide heat- 
ing equipment, plumbing, electric 
and other utilities in order to make 
such a unit suitable for adequate 
care. 

Here a hospital’s public rela- 
tions program becomes a real as- 
set. If it has functioned properly 
he can call on police, firemen, 
service clubs and other organized 
groups to assist in transporting pa- 
tients, moving equipment and do- 
ing the dozen other chores. 

The responsibility of the hos- 
pital and the administrator does 
not end with merely the admission 
of infantile paralysis patients. The 
administrator must see that the 
child is provided with not only 
adequate medical care but also 
with a proper recreational pro- 
gram, such as motion pictures and 
ceiling projectors for books and 
music. Properly planned recrea- 
tion is as much a part of therapy 
as medical and nursing care. 

The administrator must also 
make certain that proper educa- 
tional facilities are available to 
the hospitalized child, for great 
harm can result if the child goes 
back to school, after a polio in- 
terruption, a grade back of his 
former classmates. Similarly, there 
must be a vivid realization on the 
part of the hospital administrator 
of the child’s emotional problems. 
Every effort must be made to see 
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PREPARING for emergency tracheotomy on a patient in an iron lung. 
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that the child lives as normal an 
existence as possible. If available, 
the department of orthopsychiatry 
can be of inestimable value in this 
program. 

The administrator will come to 
realize—if he has not already done 
so through previous polio experi- 
ence—that the polio patient’s race, 
creed or color does not alter the 
shock to the parents. The best way 
to understand the depth of this 
reaction is for the administrator to 
talk to these parents and learn 
their individual problems. It is up 


_to him to advise them where they 


can obtain financial help either 
through agencies such as the Na- 
tional Foundation or through state 
aid funds. 

An administrator will find that 
his contacts with parents of polio 
patients can be enhanced if month- 
ly meetings of parents and hos- 
pital staff are arranged. At such 
meetings the parents will have the 
opportunity to talk to the nurse, 
the therapist and the doctor, as 
well as the hospital administrator. 
Attendance on the part of mem- 
bers of the hospital staff caring for 
the patients should be required. 

Some _ states have recently 
formed polio councils. These coun- 
cils are endeavoring to establish 
primary centers for the complete 
care of the polio patient and secon- 
dary centers for the care of pa- 
tients in the acute and convalescent 
stage when primary centers be- 
come filled. 

They are also conducting an edu- 


too 


ly 


cational campaign to convince 
community hospitals of their re- 
sponsibilities in the program and 
to provide not only beds but ade- 
quate equipment and personnel. 
The councils are making surveys 
to determine the extent of hospital 
facilities and they are also formu- 
lating recommendations relating to 
techniques and standards of treat- 
ment. 

In cooperation with these coun- 
cils, the National Foundation for 
Infantile Paralysis has been es- 
tablishing respirator centers for 
stimulating improved care and re- 
search in the tremendous prob- 
lems of respiratory and bulbar 
polio. It is our responsibility as 
hospital administrators to take an 
active part in all this work. 

In cooperating with the press, 
hospital administrators cannot ig- 
nore their responsibility in sup- 
plying accurate but not unduly 
alarming information. While it 
may be wrong to notify the press 
of the first case of polio, it is im- 
portant that the community know 
the facts of an epidemic situation. 
The administrator must be careful 
of not enlarging on facts or releas- 
ing information which will predis- 
pose to hysteria in the community. 

There can be no minimizing the 
extent of a hospital administrator’s 
responsibilities as they relate to 
polio, but they are not insur- 
mountable. They can be solved by 
proper planning and cooperation 
with the other volunteer and offi- 
cial agencies of a community. 


LUMBAR punctures often are useful in confirming diagnosis of polio. 
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POLIOMYELITIS CARE 

































Diagnostic screening, admission 


and follow-up in acute stage 


ALEX J. STEIGMAN, M.D. 


HEN AN INDIVIDUAL becomes 

\ \ infected with poliomyelitis 

virus, the following may occur: 
(1) A silent infection: i.e. no rec- 
ognizable illness. (2) Abortive 
poliomyelitis: This may masque- 
rade as grippe or influenza. This 
clinical picture can be produced by 
a great variety of infectious agents. 
(3) Non-paralytic poliomyelitis: 
This term is employed when the 
patient with symptoms of abortive 
poliomyelitis develops stiffness of 
the neck and back, but has no de- 





Dr. Steigman is professor of child health, 
University of Louisville (Ky.) School of 
Medicine. 
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tectable weakness or paralysis of 
any muscles. (4) Paralytic polio- 
myelitis: When, in addition to 
more general symptoms listed 
above, the patient displays weak- 
ness or paralysis of one or many 
muscles of the body, this term is 
applicable. One type of clinical 
response of the patient may prog- 
ress into the next severe form. 
There is considerable research 
evidence to indicate that the fre- 
quency of events following infec- 
tion with poliomyelitis virus is in 
the order outlined above, that is, 
there are many more silent infec- 





A POLIO patient exercises at home after being 
instructed by physical therapist at the hospital, 












tions than paralytic infecticns.1 

The diagnosis of acute poliomye- 
litis rests with the clinical judg- 
ment of the examiner. There are 
no special laboratory or clinical 
tests pathognomonic of the disease 
except paralysis itself. Patients 
with the benign infection and abor- 
tive type can only be diagnosed 
by special research tools or in an 
indirect way by inference, and do 
not concern us here since they 
need not be considered for hos- 
pitalization. 

We shall concern ourselves, then, 
with the question of diagnostic 
screening as it applies to the non- 
paralytic and the paralytic forms. 
The latter type should be and gen- 
erally is the more easily diagnosed 
of these two types. 

The first case to occur in a com- 
munity may occasion some diag- 
nostic doubt, but once it becomes 
known that poliomyelitis infection 
is present in a given area, an in- 
dividual with an acute illness as- 
sociated with weakness of one or 
several muscles is almost certainly 


suffering from acute paralytic 
poliomyelitis. 
Paralysis of the extremities, 


trunk and face is very easily rec- 
ognized except perhaps in ex- 
tremely young infants, in whom 
the mother’s assessment of the 
baby’s limbs may at times be more 
valuable than that of the examiner. 
Paralysis of the throat and voice 
muscles, while not as evident ex- 
ternally, can be recognized by any 
alert examiner. 

When poliomyelitis is known to 
exist in a community, a typical 
clinical picture of a brief febrile 
illness associated with fever, head- 
ache, constipation, nausea, vomit- 
ing, pains in the neck, back and 
thighs, stiff neck and back asso- 
ciated with spasm and weakness 
of muscles, is sufficient to be diag- 
nostic. Unless there is reasonable 
clinical evidence to suspect such 
conditions as acute polyneuronitis, 
pyogenic or tuberculous meningitis, 
for example, there is no need to 
perform a spinal puncture. The 
pain, excitement and muscular ac- 
tivity attendant upon the perform- 
ance of the spinai puncture may, 
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under the circumstances, do more 
harm than the limited information 
to be derived merits. 

Diagnostic screening is most dif- 
ficult of all in non-paralytic polio- 
myelitis. It is a presumptive diag- 
nosis which may be made with 
confidence only during a clear cut 
outbreak of paralytic poliomyeli- 
tis. Under such circumstances, a 
patient who has had a brief acute 
febrile illness with the general 
symptoms listed above succeeded 
by nuchal and spinal rigidity is 
generally considered as suffering 
from non-paralytic poliomyelitis. 


DIFFERENT INFECTIONS 


A number of different virus in- 
fections may give rise to this same 
clinical picture which should more 
correctly be called “aseptic menin- 
gitis, etiology undetermined.” Such 
unrelated viruses as the following 
may be responsible: Poliomyelitis, 
the Coxsackie group, mumps, in- 
fectious mononucleosis, lympho- 
cytic choriomeningitis and the ar- 
thropod-borne encephalitides. Spi- 
nal fluid examination does little or 
nothing to help distinguish among 
these viruses. 

During outbreaks of poliomyeli- 
tis, hospital services are soon 
taxed. It becomes especially im- 
portant for the clinician to in- 
dividualize. The diagnostic think- 
ing outlined above should be done 
at the patient’s bedside and not at 
the hospital. The diagnosis of polio- 
myelitis is a clinician’s, not an in- 
stitution’s responsibility. 

All too often, patients are sent 
to a hospital receiving room in the 
fond hope that an examination of 
the cerebrospinal fluid will make 
or exclude a diagnosis of polio- 
myelitis. If the patient has had an 
arduous journey succeeded by a 
lumbar puncture, there is an un- 
derstandable temptation to leave 
the patient in the hospital. 

A growing body of evidence sug- 
gests that fatigue (e.g. travel) and 
trauma (e.g. punctures) may affect 
adversely the course of this dis- 
€ase, particularly after early 
Symptoms have already appeared.? 
For the mildly paralytic and the 
non-paralytic patient there should 
be bed-rest at the home during the 
early stages of illness, with no un- 
necessary manipulations or trauma. 

The over-reliance upon the re- 
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sults of a spinal fluid examination 
is beset with pitfalls. In my own 
experience and that of others, the 
spinal fluid may be normal despite 
clear cut paralysis with subsequent 
atrophy.* At the other extreme, I 
have seen spinal fluid cell counts 
as high as 1,090 cells per ml., of 
which 95 per cent were polymor- 
phonuclears in a patient with se- 
vere prostrating poliomyelitis.4 Re- 
liance upon the spinal fluid would 
have suggested that the first pa- 
tients did not have poliomyelitis 
and that the latter was suffering 
from bacterial meningitis. 

For successful diagnostic screen- 
ing at the patient’s bedside, con- 
sultation service may be needed. 
Since there are some unable to pay 
for such service, attention should 
be given toward providing home 
consultation service through joint 
action between county health de- 
partments, county medical societies 
and chapters of the National Foun- 
dation for Infantile Paralysis. 
Avoiding unnecessary hospitaliza- 
tion in this way during a polio- 
myelitis outbreak means a saving 
of anxiety and funds for the pa- 
tient, and personnel for the hos- 


A LITTLE polio pa- 
tient continues phys- 
ical therapy treat- 
ments in her home. 





pital. Such a plan is impracticable 
in sparsely populated rural regions. 


HOSPITAL ADMISSION 


As indicated above, only the pa- 
tients with paralytic poliomyelitis 
ordinarily should be considered 
for hospitalization. The patient 
who lives in a remote place, in- 
accessible to medical and hospital 
care, frequently has to be hos- 
pitalized for that reason only, until 
one can be certain that none of the 
complications of poliomyelitis, such 
such as respiratory and bulbar in- 
volvement present themselves. For 
paralytic patients having definite 
or imminent involvement of a res- 
piratory or bulbar type, there can 
be no exceptions: All such patients 
should be hospitalized. 

By imminent involvement of 
these centers is meant a patient in 
whom paralysis has begun in a 
lower extremity and is progressing 
upward; patients in whom one or 
both upper extremities with in- 
volvement of the deltoid muscles 
appear, since these are more com- 
monly associated with respiratory 
failure; and patients in whom the 
temperature remains high and the 



























































degree of paralysis seems to be 
spreading. Patients experiencing 
severe difficulty in voiding, unre- 
lieved by parasympathomimetic 
drugs, may require hospitalization 
for this complication alone. 

The hospital is a bad place at 
which to be forced to make the 
decision whether or not to admit a 
given patient. The physician who 
sees the home, knows its problems 
and is aware of the attitudes and 
aptitudes of the parents and their 
ability to cope with problems, 
should decide whether the patient 
should be sent to the hospital in 
the first place. For those who can 
be kept at home, the attendant 
benefits are (a) freedom from the 
psychological handicaps imposed 
by hospitalization—especially im- 
portant in children; (b) release of 
hospital personnel for the care of 
that group for whom hospitaliza- 
tion is mandatory, and (c) a re- 
duction in costs to the patient. 

Treatment includes: (1) Early 
detection of respiratory and bulbar 
complications; (2) relief of pain 
and spasm, and (3) maintenance 
of physiological body position and 
dynamics in the acute stage. Dur- 
ing the acute stage the latter two 
of these principles often can be car- 
ried out by instructed intelligent 
parents as well as by highly spe- 
cialized hospital personnel whose 
efforts and energies, particularly 
during outbreaks of this disease, 
should be restricted to those 
afflicted with the severe and ex- 
tensive forms of the disease. 


FOLLOW-UP DURING ACUTE STAGE 


There is, unfortunately, some 
truth in the statement “It is easier 
for a patient to get into a hospital 
than out.” In actual practice this 
frequently applies to poliomyelitis. 

The following common fallacies 
contribute to this: ' 

1. A belief that the stated period 
of isolation required by a given 
sanitary code must be spent in a 
hospital. Thus, some patients are 
kept for this period even though 
the diagnosis of poliomyelitis is 
entirely rejected or it is concluded 
that the patient is suffering from 
non-paralytic or mildly paralytic 
poliomyelitis otherwise treatable 
at home. 

2. The belief that patients must 
be kept in the acute-stage hospital 
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VISITING physical therapist instructs the 
polio victim at home after hospital discharge. 


until a bed is available for them 
at a crippled children’s hospital or 
rehabilitation center. Many para- 
lyzed patients arrive at an “in-be- 
tween” stage of illness for several 
weeks, during which active re- 
habilitative procedures cannot yet 
be started, and need only inter- 
mittent hot packing and passive 
ranges of motion of joints; yet they 
may be kept on in the acute stage 
hospital instead of making follow- 
up arrangements for a period at 
home. 

3. The false idea that individuals 
who require braces must be kept 
in the acute-stage hospital until 
such braces are delivered and then 
sent home. Very frequently such 
patients can be supervised entire- 
ly by instructed home personnel. 

Making follow-up arrangements 
is a complex procedure involving 
the community at large, the medi- 
cal profession and the hospital in 
which the individual patient has 
been kept. Two important links 
are: (1) A functionally minded 
orthopedic surgeon, and (2) an in- 
terested social service department 
to maintain the proper liaison. The 
value of medical social service in 
providing continuity cannot be 
over-estimated as regards. the 
follow-up arrangements. In actual 
practice, orthopedic clinics such as 
the types frequently associated 
with crippled children’s hospitals, 
are the ones best equipped to deal 











with the complex issues. As :e- 
gards the follow-up arrangements 
for any given patient, the cardinal 
rule is precisely the same as that 
which applies in the diagnosis, the 
treatment and the decision to ad- 
mit such patients to hospitals— 
namely, to individualize for each 
patient. 


SUMMARY 


Diagnostic screening is a clinical 
rather than an institutional prob- 
lem. Diagnostic screening “centers” 
are only as effective as the physi- 
cians doing the work. Clinical con- 
sultation service at the patient’s 
home should be provided. A diag- 
nostic decision based solely upon 
examination of the cerebrospinal 
fluid is to be deplored. 

Admissions should be a medical 
rather than an institutional prob- 
lem, and they should be confined 
to those patients for whom the 
“gain of hospitalization is worth 
the pain.’’ Patients severely para- 
lyzed, those with severe pain, or 
those with respiratory and bulbar 
or urinary complications, should 
make up the patients primarily 
considered for admission to hos- 
pitals except for those mildly ill 
patients who live in such remote 
places as to be away from adequate 
medical and hospital care. 

Follow-up arrangements in the 
acute stage involve the linking to- 
gether of a number of interested 
parties. For this, the intelligent 
liaison work of the modern medi- 
cal social service worker is of para- 
mount importance. j 

In the wake of an epidemic, the 
handling of such patients in groups 
and clinics for follow-up arrange- 
ments is frequently more feasible 
and desirable than any other ar- 
rangement. 
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DOCTOR and physical therapist instruct the young patient's mother. 


POLIOMYELITIS CARE 


AT home, Visiting Nurse Association physical therapist demonstrates. 


Planning for home-care treatment 


HE ULTIMATE GOAL of treatment 

for poliomyelitis is the rehabil- 
itation of the individual. To assure 
this goal, home care treatment is 
essential. And unless treatment in 
the hospital is followed up by a 
program of treatment in the home, 
the benefits of hospital care could 
be lost. 

There is an emotional and psy- 
chological improvement with the 
return of the patient to his home, 
after the original adjustment has 
been made. There are more oppor- 
tunities for doing functional exer- 
cise in the home than in the hos- 


_ pital. 


Readjustment of the patient to 
his normal environment is aided by 
home care. Experience has shown 
that patients improve more rapidly 
if they return home as soon as they 
have received the maximum bene- 
fits of their hospital stay. Not only 
is it better for the patient’s recov- 
ery but it also contributes to his 
and his family’s happiness. For- 
tunately, it is also less expensive. 

Ultimately, all patients must be 


b Dr. Hauser is associate professor of 
Une ind joint surgery, Northwestern 
Niverity School of Medicine, Chicago. 
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prepared for care at home. Since 
the objective in all cases is re- 
habilitation of the individual to 
normal, we want them in their 
normal environment as soon as this 
is feasible. During the period of 
hospitalization the aim is to secure 
the maximum benefits of hospital 
care in as short a time as possible. 
By this is meant the benefits of the 
concerted efforts of the orthopedist, 
physical therapists, occupational 
therapists, nurses, medical social 
worker and others on the hospital 
staff. 


RESPIRATOR CASES 


The greatest problems in the 
care of poliomyelitis are presented 
by the respirator cases and those 
patients who are so severely para- 
lyzed as to be totally dependent. 
These cases are greatly helped by 
the modern treatment offered in a 
hospital staffed with competent 
personnel and equipped properly. 
However, with these patients also, 
the point is reached where the im- 
provement from hospital care is no 
greater or is not so great as the 
improvement which would be ob- 


tained if the patient were at home. 
When this time comes these pa- 
tients should be selected for home 
care. 


TEACHING OF PARENTS 


Home care requires teaching 
parents or other members of the 
family to follow through with the 
treatment which was initiated in 
the hospital. Teaching begins at 
the first interview with the family 
after the patient’s admittance to 
the hospital. They are reassured, 
primarily through an explanation 
of the disease and its course and 
specifically by discussing the actual 
involvement of their own child. An 
explanation of the benefits of 
treatment follows. 

During the hospital stay the par- 
ents observe just what is done and 
the results of the treatment. They 
become accustomed to the actual 
condition of the child and become 
aware of the physical demands 
made by therapeutic measures. It 
all becomes commonplace. 

Before the patient leaves, speci- 
fic instructions are given for the 
parent’s part in the program of 
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home care. This includes the exact 
way of carrying out exercise, the 
amount of exercise to be allowed, 
the amount of rest which is re- 
quired, and control of the diet and 
administration of tonics. This is 
accomplished through a conference 
of parents, physician and physical 
therapist. 


COORDINATION 


Contact with the personnel that 
gave attendance at the hospital is 
continued, for those who can be 
transported, through the outpatient 
department. The orthopedist in 
charge sees these patients at set 
intervals. At the time of their re- 
examination the physical therapist 
is present. Muscle tests are made 
as necessary, progress is recorded, 
exercises are checked and further 
treatment is prescribed and taught 
the patients. 

These periodic check-ups assure 
continued progress. Observation is 
continued until the patient is re- 
habilitated to normal or to the 
highest degree of function that is 
possible. 


VISITING NURSES 


In some cases where the patient 
is completely home-bound, visits 
are made to the home by the medi- 
cal social worker, the physician 
and the physical therapist. Contact 
is also maintained by frequent 
telephone conversations. 





Close coordination must be 
maintained between the medical 
staff of the hospital and the physi- 
cal therapy staff of the Visiting 
Nurse Association. Before the pa- 
tient is released from the hospital 
arrangements are made with the 
Visiting Nurse Association to pro- 
vide care. The association is given 
a description of the patient’s con- 
dition, an outline of the program 
of treatment and a definite pre- 
scription for continuation of treat- 
ment. 

Fortunately, the Visiting Nurse 
Association physical therapists are 
extremely cooperative. In my own 
experience I have found them very 
familiar with my concept of treat- 
ment and expert in the techniques. 
Many have been students of mine 
at the Northwestern University 
School of Physical Therapy. 


TREATMENT CENTERS 


As the patient becomes ambu- 
lant it is more economical to pro- 
vide treatment at a central estab- 
lishment such as a rehabilitation 
center or a Visiting Nurse Associa- 
tion treatment center. Instructions 
are given for treatment at the most 
conveniently located center. The 
advantages are a concentration of 
equipment and personnel making 
it possible to treat more patients 
in less time and to provide equip- 
ment not available in a home. 
Traveling to and from the center is 


A PHYSICAL therapist (above) works on the young infantile paralysis victim in hospital. 
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a step forward in the re-establish- 
ment of the patient to his norinal 
environment: and more nor:nal 
living. 


EDUCATION 


In Chicago, the public school 
system and the parochial schools 
provide special teachers for the 
continuance of education of the 
child while he is in the hospital 
and while he is confined to his 
home. Later, the schools for crip- 
pled children are a great asset, 
particularly in the care of the 
more seriously paralyzed children 
who cannot manage the activities 
in a regular school. These schools 
furnish swimming pools and every 
conceivable form of equipment for 
rehabilitation activities that has 
been established to be of value. In 
addition, they have _ specially 
trained personnel -in attendance. 
The attending physician has full 
charge of his patients and treat- 
ment is given on his written pre- 
scription. 


OCCUPATIONAL THERAPY 


Occupational therapy is started 
at the hospital and continued at 
home. In many instances, it be- 
comes a very important factor in 
recovery of function. It is particu- 
larly valuable to the patient who 
is confined to home indefinitely 
and who is thereby able to carry 
out some project which gives a 
financial return. 


MEDICAL SOCIAL SERVICE 


All of the factors in the home 
care program are _ coordinated 
through the medical social service 
department. In our organization 
the medical social worker of the 
hospital staff follows through after 
the patient is home. 

The objection has been made 
that usually this type of organiza- 
tion is not available. My answer is 
that in the beginning we had no 
organization and the treatment 
was carried out with the aid of my 
physical therapist and the family. 

But the problem can be met 
adequately, particularly on 4 
smaller scale, if the family is 
properly trained, if the patient's 
care is followed up at home, and 
if sustained interest is shown until 
such time as the patient has be- 
come totally rehabilitated. 
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‘POLIOMYELITIS CARE 


Rehabilitation services 


for the polio patient 


HOWARD A. RUSK, M.D. 


eae ace WITH the drive 
against poliomyelitis by the 
National Foundation for Infantile 
Paralysis in conjunction with other 
agencies, both public and private, 
there has been within the past dec- 
ade a corresponding increase in 
both the scope and quality of re- 
habilitation services available to 
those who suffer residual physical 
disability as a result of this disease. 
Through its research, education, 
and patient-care programs, the 
National Foundation has been re- 
sponsible for many of _ these 
rehabilitation advances. Other im- 
portant factors have been the in- 
creased interest, both professional 
and public, in rehabilitation and 
Services to the handicapped re- 
sulting from the war, the changing 
emphasis of medical care resulting 
from the control of many com- 
municable diseases, the increasing 
age level of the population, and 
the consequent growth of chronic 
disability. 
artnent ef Pangea Manne eat tee 


ilitation, New York University—Bellevu 
Mecical Center, New York, N. ¥. ver 
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These advances are reflected in 
the great reductions made in the 
severity of disability resulting 
from poliomyelitis by the increased 
availability of rehabilitation serv- 
ices as well as improved methods 
of diagnosis and early treatment. 
Today, poliomyelitis strikes greater 
numbers of persons, but the in- 
dividual patient’s chances of com- 
plete recovery—or of being left 
with only minimal disability—are 
also greater. 

Early diagnosis and hospitaliza- 
tion and improved acute care, how- 
ever, are not enough, for they do 
not meet the needs of those pa- 
tients who are left with severe 
disability. A diversified but inte- 
grated program must be developed 
for such patients on the basis of 
their needs in meeting day-to-day 
life situations. They must be pro- 
vided with a program of training 
that will teach them to utilize all 
their residual abilities to the maxi- 
mum. 

Except in a few isolated in- 
stances, the severely handicapped 
person must be retrained to walk 





PHYSICAL therapist teaches crutch balancing 
at institute of Physical Medicine and Rehabilita- 
tion. This helps patients go through doorways. 


and travel, to care for his daily 
needs, to use normal methods of 
transportation, to use ordinary 
toilet facilities, and to apply and 
remove his own prosthesis. These 
are such simple things that they 
are frequently overlooked, but the 
personal, vocational and Social suc- 
cess of the handicapped person is 
dependent upon them. 

Illustrative of such cases is that 
of T. F., a young lawyer who was 
admitted to the physical medicine 
and rehabilitation service at Belle- 
vue Hospital, New York City, in 
1946. Paralyzed in all four ex- 
tremities and the abdominal mus- 
cles as a result of poliomyelitis in 
1940, this patient was entirely 
helpless. His physical capacities 
were limited to the ability to grasp 
to some extent with his hands, and 
partially move his fingers. His hand 
function was estimated at 15 per 
cent of normal. 

He was 37 years old, had spent a 
year in general hospitals and four 
years in various specialized hos- 
pitals when he came to Bellevue 
from a hospital for ‘“incurables.” 
Although little could be done for 
this patient in the way of physical 
restoration, his vision, speech and 
mental ability were not affected. 
It appeared that with the proper 
mechanical devices to meet some of 
the basic problems of daily living 
he could return to the practice of 
law. 


SUCCESSFUL REHABILITATION 


With a cock-up splint for the 
wrist, and a rotary splint for the 
forearm, he was taught to feed 
himself. With a toggle switch on a 
French-type telephone mounted on 
a stand, he could signal the opera- 
tor and thereby communicate by 
telephone. He learned to type with 
a remote control electric type- 
writer that could be operated with 
a minimum of strength and mo- 
tion. With the combined efforts of 
the rehabilitation team of the doc- 
tor, the nurse, the therapists, vol- 
unteers and the most important 
member of the team—the patient 
himself—he learned within seven 
weeks to turn over in bed unaided. 
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POLIO patient with lower limb paralysis gains pre-vocational skill on a sewing machine. 


This meant that he did not need an 
attendant at night. 

He was discharged in June, 1947, 
and since that time has been living 
in mid-Manhattan — successfully 
practicing law. 

Although we have in this coun- 
try the finest hospitals in the world 
for definitive medical care and the 
finest schools for vocational train- 
ing, outside of the Veterans Ad- 
ministration, there are but a small 
handful of civilian hospitals and 
rehabilitation centers equipped to 
provide patients of this type with 
the services they need. 


PHYSICAL RETRAINING 


The physician and hospital in 
the past have thought too much 
about the physiologic and clinical 
aspects of the patient’s disability. 
The vocational counselor and the 
school have too frequently thought 
only in terms of physical skills 
which can be used vocationally. 
Between the two, however, there 
is a wide area through which most 
physically handicapped persons 
must go when their definitive med- 
ical care is completed, but before 
they are able to undergo vocational 
training. In this area lies the physi- 
cal retraining in skills necessary 
for the carrying on of the activities 
inherent in daily living and com- 
mon to all types of work. 
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The practice of rehabilitation 
begins with the belief in the basic 
philosophy that the physician’s 
responsibility does not end when 
the acute illness is ended; it ends 
only when the patient is retrained 
to live and work with what he has 
left. This basic concept of the doc- 
tor’s responsibility can be achieved 
only if rehabilitation is an integral 
part of medical care. 

The core of the rehabilitation 
evaluation is three standard tests 
—muscle strength, range of mo- 
tion, and the Activities Inherent in 
Daily Living.? This latter test is a 
simple evaluation based on the 
ability to perform activities inher- 
ent in daily living. This test can 
be administered by a therapist, a 
nurse, or a well-trained volunteer. 
From the special check sheets used 
for charting the patient’s accom- 
plishments, information is readily 
available both on the status of the 
patient at the time of admission 
and his progress while undergoing 
rehabilitation. 


PRESCRIBED ACTIVITIES 


In Bellevue and Goldwater Hos- 
pitals and at the Institute of Physi- 
cal Medicine and Rehabilitation, 
after the basic medical work and 
the range of motion, muscle 
strength and needs of daily living 
tests, the physicians, in conference 








with other staff members, pri- 
scribe a five-hour-a-day program 
for the patient. These prescribed 
activities include training in am- 
bulation and elevation, physical 
therapy, occupational therapy, 
speech therapy, therapeutic exer- 
cise, social service, psychological 
services or any other activity which 
may be helpful in meeting the spe- 
cific needs of the patient. 

As with all specialties of medi- 
cine, it is obvious that the small 
community hospital cannot afford 
the space, equipment and person- 
nel for a full, comprehensive re- 
habilitation program and_ that 
severely disabled patients needing 
intensive rehabilitation training 
must be transferred to larger re- 
habilitation centers. Experience, 
however, has shown the desirabil- 
ity of even small hospitals’ main- 
taining adequate physical therapy 
departments not only for polio- 
myelitis patients but other patients 
as well. The basic activities of 
physical rehabilitation can be car- 
ried out in these small physical 
therapy departments if they are 
well organized and staffed by 
trained therapists. 


HOME TREATMENT 


Where visiting nurse services 


’ and home care programs are avail- 


able, much of the physical rehabili- 
tation can be carried on in the 
home with periodic visits to the 
hospital’s outpatient physical ther- 
apy department. Supplementing 
hospital programs are the clinics 
and home treatment programs of 
state crippled children’s services, 
state societies for crippled chil- 
dren, visiting nurse services and 
local rehabilitation programs. Just 
as immediate hospitalization is im- 
portant in the early treatment of 
paralytic poliomyelitis, it is de- 
sirable that patients be discharged 
from the hospital as early as is 
medically feasible and that reha- 
bilitation continue on a home or 
outpatient basis. 

Whether hospitalized or on home 
therapy, the patient has available 
to him, even in the smallest com- 
munities, a number of services 
which can contribute greatly to 
his rehabilitation. With children 
of school age, arrangements can be 
made with the local school system 
either for regular visiting teachers, 
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qa school-to-home telephone sys- 
tem, or supplementary visits by 
teachers. Educational activities 
should be started at the earliest 
practical time within the hospital 
and then continued when the pa- 
tient is transferred to his home.? 


If the child has a severe residual 
physical disability, it is extremely 
important that the handicap of 
educational retardation and social 
immaturity not be added to the 
handicap of physical disability. 
Each hospital, however small, can 
have a small library regarding re- 
habilitation which will be helpful 
to the patient in gaining insight 
and understanding of his disabil- 
ity. Included in it should be sev- 
eral of the excellent autobiog- 
raphies and novels of infantile 
paralysis victims who have suc- 
cessfully learned to live within the 
limits of their disabilities but to 
the hilt of their capabilities. Among 
such books are Lorraine L. Beim’s 
“Triumph Clear,” Noreen Lin- 
duska’s “My Polio Past,” Elsie 
Oakes Barber’s “The Trembling 
Years,” Raymond Leslie Goldman’s 
“Even The Night,” and Marjorie 
Lawrence’s “Interrupted Melody.” 

Information should also be avail- 
able about speech schools, sum- 
mer camps for handicapped chil- 
dren and other activities which will 
contribute to the patient’s under- 
standing of himself and the world 
in which he lives. We must remem- 
ber that the patient is a child, a 
man or a woman first; a poliomye- 
litis patient second. 

With adolescents and adults, ar- 
rangements can and should be 


pe devices plus skillful training can 
elp the patient to fit back into society. 
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TINY victim learns to walk all over again. 


made for realistic vocational guid- 
ance which will permit the patient 
to look forward to a useful voca- 
tional life despite his disability. 
Such assistance can be procured 
from the local school or from the 
state division of vocational reha- 
bilitation.® 

Guidance activities should be 
started early, preferably while the 
patient is still hospitalized, and 
they should be carried on while the 
patient is undergoing physical re- 
habilitation. Realization that there 
are scores of vocations in which a 
patient can be successful despite 
severe physical disability will help 
provide the motivation for the long 
and arduous period of relearning 
physical skills. 

As with neurosurgery and high 
voltage x-ray therapy, the smaller 
hospital cannot be expected to 
meet the needs for the compre- 
hensive rehabilitation services of 
severely handicapped persons, and 
such patients must be transferred 
to larger rehabilitation centers. 
In those smaller hospitals which 


are able to provide physical ther- 
apy services only, the rehabilita- 
tion resources of the community 
can be brought into the hospital 
program and coordinated by the 
hospital’s social service worker or 
by a good volunteer working under 
professional supervision. 

There are numerous community 
services which can contribute to 
the rehabilitation of the patient. It 
is the responsibility of the physi- 
cian and the hospital administrator 
to see that the patient and his fam- 
ily are aware of these resources 
and that proper referral is made 
to them. The hospital that fails in 
this responsibility is failing to give 
its patients the benefits of modern 
medicine as much as the hospital 
which continues to provide out- 
moded surgical instruments or fails 
to make available antibiotics and 
sulfonamides for the treatment of 
infectious diseases. 


REFERENCES 


1. With a grant from the National Foun- 
dation for Infantile Paralysis, the Institute 
of Physical Medicine and Rehabilitation 
has gathered information concerning me- 
chanical self-help devices, has evaluated 
such devices and prepared a series of 
descriptive pamphlets which can be ob- 
tained without cost by writing the Institute 
of Physical Medicine and Rehabilitation, 
400 East 34th Street, New York, N. Y 

2. Copies of these tests can be obtained 
without charge upon writing to the Insti- 
tute of Physical Medicine and Rehabilita- 
tion, 400 East 34th Street, New York, N. Y. 

3. Information on hospital education pro- 
grams can be obtained from the National 
Foundation for Infantile Paralysis, 120 
Broadway, New York 5, N. Y. Information 
concerning home teaching and special edu- 
cation programs can be obtained from the 
National Society for Crippled Children and 
Adults, 11 South LaSalle St., Chicago 3, Ill. 

4. Information concerning such materi- 
als are obtainable from both organizations 
listed in the previous footnote. 

5. The address of the local office of the 
state division of vocational rehabilitation 
can be obtained from the Office of Voca- 
tional Rehabilitation, Federal Security 
Agency, Washington 25, De C, 





REHABILITATION requires early intensive 
training to make the most of what is left. 
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An epidemic experience 


report on poliomyelitis 


MORRIS GREENBERG, M.D. 


N THE FIRST WEEK of July 1949, 
12 cases of poliomyelitis were 
reported in New York City. By the 
second week this figure jumped to 
61. It was felt that an epidemic was 
definitely in the offing, and all 
preparations to meet it were im- 
mediately taken. 


Attempts to forecast the occur-- 


rence of an epidemic in the city 
prior to July had not been suc- 
cessful. In June of 1949, 12 cases 
were reported, an incidence four 
times the normal expectancy. 
However, in some previous years 
as Many or more cases had been 
reported in June, yet no epidemic 
had occurred. 

PLAN OF ATTACK 


A meeting of a small scientific 
advisory group was called, a plan 
of attack was outlined and ap- 
proval of the procedures and meth- 
ods of control received. At this 
meeting the question was raised 
whether an adequate number of 





Dr. Greenberg is director of the Bureau 


of Preventable Diseases, City of New York 
Department of Health. 





beds was available in the city for 
the estimated number of cases. Dr. 
Marcus D. Kogel, commissioner of 
hospitals, was present and he 
stated that the city hospitals could 
make room for the reception and 
treatment of all the estimated 
cases. Nevertheless, the advisabil- 
ity of setting up units in the volun- 
tary hospitals was discussed, and 
several members of the committee 
offered the facilities of their hos- 
pitals for admission and treatment 
of patients. 

A division of poliomyelitis was 
set up in the Bureau of Prevent- 
able Diseases, and a staff of phy- 
sicians was assigned to it for epi- 
demiological investigation of all 
cases. The necessary complement 
of clerks, stenographers, typists 
and statisticians was obtained from 
personnel within the bureau and 
by borrowing from other bureaus 
within the department. A consid- 
erable amount of data was thus 
gathered and classified. 

A daily report of the status of 
the epidemic was issued by the di- 








rector of the bureau and this w::s 
sent to the commissioner and ce:- 
tain other personnel of the depar'- 
ment, as well as to the regional 
director of the United States Pul- 
lic Health Service, the state de- 
partment of health, the commis- 
sioner of hospitals and the mem- 
bers of the scientific advisory com- 
mittee. Daily meetings were held 
with the commissioner and other 
key personnel, and a weekly mect- 
ing was arranged, to which repre- 
sentatives of the federal, state, ad- 
jacent county health departments 
and the National Foundation for 
Infantile Paralysis were invited. 

The question of publicity was 
discussed at one of the early meet- 
ings and the opinion was unani- 
mous that no legitimate informa- 
tion should be withheld from the 
public. Fortunately, there was 
available, in the person of Karl 
Pretshold, an able and _ civic- 
minded public relations officer. He 
issued daily bulletins giving the 
exact number of reported cases 
and deaths. From time to time he 
also issued releases giving the 
latest scientific information on 
facts known and not known about 
the disease and dispelling idle 
rumors and fears. 


DIAGNOSTIC STANDARDS 


In addition to the physicians es- 
pecially assigned for epidemiologic 
investigation of cases, the regular 
corps of the bureau’s diagnosticians 
was available night and day 
throughout the week for consulta- 
tion with private physicians and 
hospitals. The criteria adopted for 
the diagnosis of a case were sim- 
ilar to those recommended by the 
scientific advisory committee of the 
National Foundation for Infantile 
Paralysis. 

Almost all cases had an initial 
spinal tap for aiding diagnosis. 
Five physicians were on call at all 
hours to perform lumbar punc- 
tures at the request of private doc- 
tors or hospitals, and the labora- 
tory examined the fluids chemically 
and bacteriologically. The public 
health nurses visited every case re- 
ported in order to guide the family 
in obtaining adequate care. 

The epidemic of 1949 was the 
fifth epidemic of poliomyelitis in 
New York City and the third high- 
est with respect to the number of 
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cases reported. The others were in 
1916, 1931, 1935 and 1944, when 
there were reported 9,023, 4,138, 
2,054 and 1,890 cases, respectively. 
The number reported in 1949 was 
2,446. 

In the country as a whole, polio- 
myelitis was widespread. More 
than 40,000 cases were reported 
for the year, the largest one-year 
incidence in the history of the 
United States. Epidemic propor- 
tions were reached in a number of 
states. 


INCIDENCE IN STATES 


All of the New England states 
except Rhode Island and all the 
middle Atlantic states except 
Pennsylvania had high rates. The 
southern states were the least 
affected, with the exception of Ar- 
kansas, Texas and Oklahoma. All 
the east and west-north-central 
states had rates above 20 per 100,- 
000. population, with North Dakota 
at the upper end with a rate of 80. 
In the mountain states, Idaho led 
with a rate of 85 and all were 
affected except Montana and Ne- 
vada, which had comparatively 
low rates. In the Pacific states, 
Washington and California had 
tates above 20. The incidence in 
New York City was 30 per 100,000 
population. 

The epidemic began in the latter 
part of June and reached its peak 
in the third week in August. The 
number of reported cases how- 
ever, continued at the above nor- 
mal expectancy until the end of 
Decer:ber. About 20 per cent of 
the cases originally reported were 
later :emoved from the files be- 
Cause jurther observation indicated 
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that the diagnosis was not polio- 
myelitis. 

The distribution of cases by age 
and sex is given in Table 1. It will 
be noted that children under 15 
years make up 75 per cent, and 
children under 10 years about 60 
per cent of the total number. The 
greatest demand for beds in hos- 
pitals was on the pediatric wards. 
There were only 67 infants under 
one year of age affected, about 2.5 
per cent of the total. 

The analysis of cases by paraly- 
sis is indicated in Table 2. It will 
be seen that about 40 per cent of 
the cases were non-paralytic and 
required least hospital care. The 
rest were divided into those that 
had spinal paralysis (about 45 per 
cent of the total) and those that 
had bulbar symptoms (16 per cent 





TO A PATIENT with almost completely para- 
lyzed legs, the act of getting into and out 
of bed without help is a major achievement. 





of the total). The latter required 
the greatest amount of hospitaliza- 
tion and the most intense nursing 
attention. They also furnished 
most of the deaths, as will be seen 
by referring to Table 3. Of the total 
number of deaths, 85 per cent were 
in bulbar cases and the balance in 
the spinal paralytic cases. There 
were none among the non-para- 
lytic. Since most of the deaths oc- 
curred fairly early in the course of 
the disease and were mainly in 
bulbar cases, the main burden of 
after-care and rehabilitation came 
from the spinal paralytic cases. 


AVAILABLE BED SPACE 


There are 32,652 beds available 
for general care in New York City, 
divided among voluntary (10,111 
beds), municipal (8,949 beds) and 


HOME CARE treatment makes for a happier 
and more contented patient. Visiting phys- 
ical therapist comes to see that all is well. 
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proprietary (3,592 beds) hospitals. 
In addition, the four municipal 
contagious disease hospitals have 
a bed capacity of 945. In 1949, how- 
ever, 437 beds in the latter hos- 
pitals were set aside for chronic 
diseases, leaving 508 available for 
acute communicable diseases. All 
of these were made ready to re- 
ceive patients with poliomyelitis. 
During August, when the load be- 
came heavy, a building housing 
chronic patients was vacated and 
a special ward was set up in one 
of the municipal general hospitals 
to receive those with poliomyelitis. 
Another special ward was set up 
in another general hospital but 
was not needed. 

The main burden of the care of 
patients devolved on the city, 
which admitted 1,875 patients, or 
nearly 80 per cent of the total, to 
its hospitals. Half of them were 
treated for the acute condition only 
and then transferred to other in- 
stitutions for rehabilitation. The 
remainder were transferred to an- 
other unit in the same hospital for 
after-care. 


ANALYSIS OF CASES 


An analysis of some 400 con- 
secutive cases in one of the con- 
tagious disease hospitals indicated 
that 20 per cent stayed in the hos- 
pital less than five days and 60 
per cent from five to 10 days. 
Fewer than six per cent remained 
longer than two weeks. About 60 
per cent of deaths occurred within 
the first three days after admis- 
sion, and only 14 per cent after 
five days. The challenge to the De- 
partment of Hospitals was not due 
to the quantity of care needed, 
about 35,000 patient days, since 
this amount was less than one-half 
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of one per cent of the total patient- 
day care given in all municipal 
hospitals. It was due to the sud- 
denness with which plans had to 
be made. Not a single patient was 
turned away, however. 

Of the remaining patients, about 
12 per cent were cared for in vol- 
untary hospitals. The burden was 
not shared equally. There are 
about 65 voluntary hospitals in the 
city equipped to care for cases of 
poliomyelitis, yet only about 25 
availed themselves of the oppor- 
tunity. Furthermore, two _ large 
hospitals treated almost as many as 
all the voluntary hospitals com- 
bined. The failure to treat cases 
was not due to any restrictions 
placed by the Board of Health, 
since polio patients may be treated 
in general wards and do not re- 
quire special nursing. About three 
per cent of all cases were treated 
in proprietary hospitals, and eight 
per cent remained at home. 

The clearing house for after- 
care is lodged in the division for 
handicapped children of the De- 
partment of Health. Immediately 
after the report of a case, a public 
health nurse was dispatched to the 
home to interpret to the family 
available community resources, to 
keep it adjusted to the illness and 
to instruct it in techniques of isola- 
tion. 

If the patient was removed to a 
hospital, as happened in about 95 
per cent of the cases, the nurse 
requested the hospital to inform 
the district health officer of the 
Department of Health when the 
patient was discharged and where 
he was sent. If the patient re- 
turned home, the nurse made a 
follow-up visit and arranged for 
after-care. This could be given in 








the home py public health nurses 
or physical therapists on the statis 
of voluntary nursing agencies, or 
in the outpatient department of 
one of the hospitals in the city. 
If the patient was removed to a 
reconstructive hospital, a request 
was made of that hospital to keep 
the department informed when the 
patient was discharged. All pa- 
tients. are kept under observation 
by a public health nurse for at 
least two years. Those requiring 
after-care are followed as long as 
the need exists. 


METHOD OF PAYMENT 


The expenses for care of pa- 
tients in municipal hospitals, both 
in the acute and after-care phases, 
were borne by the city to the ex- 
tent that patients or their families 
were unable to pay. Part of the 
city’s expense was repaid from 
state funds. The expense of pa- 
tients at home or in voluntary hos- 
pitals were met, if the patients 
could not afford them, chiefly by 
the Greater New York chapter of 
the National Foundation for In- 
fantile Paralysis. 

Although the program of the 
Department of Health for handi- 
capped children provides for pay- 
ment for their care, most institu- 
tions prefer to accept payment 
from the National Foundation 
chapter. This is due to the fact that 
the department applies a standard 
means test, while no formal state- 
ment of financial resources is re- 
quired by the chapter. Also, it is 
able to use its funds more liberally. 

No matter whether the funds 
come from the city, state or pri- 
vate agency, no hospital or institu- 
tion offering rehabilitation or other 
after-care to poliomyelitis patients 
could receive funds unless it was 
approved by the division for 
handicapped children as having 
met its minimum standards. 

It may be said without fear of 
contradiction that no person in the 
city of New York who was un- 
fortunate enough to be a victim of 
poliomyelitis went without the 
best in medical care. 
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POLIOMYELITIS CARE 


Coordination of community services 


ARLY IN MAy 1950, when it be- 
E came evident that Virginia 
was apt to suffer an abnormally 
large incidence of infantile paraly- 
sis, the state commissioner of health 
called members of the state Polio- 
myelitis Planning Group together. 
The function of this group is to 
coordinate state planning, to in- 
sure complete care for poliomyelitis 
cases, to discuss emergency meas- 
sures of the several agencies, and 
to provide information on polio- 
myelitis to the public. 

The president of the Virginia 
Hospital Association and the presi- 
dent of the Virginia Graduate 
Nurses’ Association were requested 
to conduct an initial survey of 
available hospital beds in the state 
for poliomyelitis cases and of 
available nursing personnel. 

On May 20, 1950,- the State 


Dr. Galvin is director_of the Bureau of 
Crippled Children, and Dr. McCown is di- 
tector of the Bureau of Communicable 
H s, Virginia State Department of 
tenia Mr. Hoobler is administrator of 
Seton. il and Crippled Children’s Hospital, 

Cc. 


MARCH 1951, VOL. 25 


LOUISE F. GALVIN, M.D., ALBERT S. McCOWN, M.D., AND W. H. HOOBLER 


Health Department informed phy- 
sicians and health officers through- 
out the state of procedures to be 
followed in the reporting of and 
arranging for hospitalization for 
acute poliomyelitis cases. They 
were also told which hospitals in 
the state would immediately ac- 
cept poliomyelitis cases. 


COORDINATION 


The Virginia State Health De- 
partment, in collaboration with the 
National Foundation for Infantile 
Paralysis, arranged for the use of 
certain other hospitals should a 
greater emergency occur than an- 
ticipated. Fortunately, although 
the case load as of December 9, 
1950, was 1,181 cases, the hos- 
pitals accepting patients were able 
to handle the load through able 
administration and close coordina- 
tion with various community serv- 
ices. 

During the height of the polio- 


myelitis outbreaks, health officers 
were kept informed of the number 
of cases reported and were given 
pertinent information regarding 
studies in progress through a daily 
news bulletin from the state health 
department. Daily press confer- 
ences kept the public informed of 
the incidence of the disease and the 
facilities that were available to 
patients. 

By joint planning with the hos- 
pitals and their medical staffs, the 
state health department arranged 
for as rapid a disposition of pa- 
tients as local health facilities and 
home conditions permitted. On 
hospital discharge, diagnosis and 
recommendations from the attend- 
ing staff were sent to family phy- 
sicians and local health depart- 
ments. 

In the southwest district of the 
state, where incidence of the dis- 
ease was earliest and highest, the 
state health department provided 
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for immediate public health nurs- 
ing supervision and physical ther- 
apy upon discharge of each patient 
from the hospital. This was made 
possible by assigning members of 
the nursing staff of the health de- 
partment and by employment of 
field physical therapists. The phys- 
ical therapists were recruited by 
the American Physical Therapy 
Association, financed by the Na- 
tional Foundation for Infantile 
Paralysis, and placed on the state 
health department staff. Necessary 
equipment for home treatment was 
also financed or furnished by the 
National Foundation for Infantile 
Paralysis. 


HOSPITAL MEDICAL STAFF 


While the patients were in the 
hospital, the hospital medical staff 
kept the referring physicians ad- 
vised of their progress. Prior to 
discharge of each patient, the med- 
ical staff contacted the local health 
department giving date of dis- 
charge and discharge orders so 
that home care could be set up and 
field workers alerted to visit the 
patient immediately upon arrival 
home. Following discharge, the 
local health department continued 
to work closely with the family 
physician who resumed personal 
responsibility for his patient while 
continuing to utilize the consultant 
services of the hospital medical 
staff. 

Small local physical therapy 
centers were set up throughout the 
districts, staffed by field physical 
therapists and local public health 
nurses. The equipment for these 
centers was supplied by the Na- 
tional Foundation for Infantile 
Paralysis. In addition, the state 
health department arranged for 
special polio clinics to be conducted 
by the orthopedists who had 
treated the patients while in the 
hospital. These clinics were held 
in addition to the regularly sched- 
uled orthopedic clinics. 

As the progress of each patient 
warranted, he was either absorbed 
into the regular services of the 
Bureau of Crippled Children or 
was dismissed as fully recovered. 

The fact that Virginia was able 
to cope successfully with the 1950 
poliomyelitis outbreaks resulted 
from careful pre-epidemic plan- 
ning and the close cooperation of 
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A CHEST respirator aids a smiling patient. 


all voluntary and official agencies 
throughout the state. A typical ex- 
ample of what occurred in many 
hospitals because of this planning 
and cooperation is the story .of how 
one hospital—Roanoke’s Memorial 
and Crippled Children’s Hospital 
—met its responsibilities. 

Since the polio epidemic began 
on June 28, 1950, 450 patients have 
been admitted to the hospital’s 
polio ward. Nineteen patients are 
still being treated, 395 have been 
discharged, and 36 have expired. 
Of this total, 94 cases were diag- 
nosed as bulbar or bulbo-spinal, 
120 total paralytic and 200 non- 
paralytic; a total of 44 were iron 
lung cases, of which 24 expired. 


The three latest cases were ad- 


mitted on Christmas day. 

By far the largest number—169 
patients—came from Wytheville 
and Wythe County, where the epi- 
demic has been most severe. The 
others were admitted from 26 
other counties. The death toll was 
highest from Wythe County—16— 
with smaller percentages in the 10 
remaining counties. 

The figures alone tell only a 
small part of the story. The full 
story, particularly of the unceas- 









ing efforts of the hard-pre-sed 
people of Wythe County, nay 
never be fully revealed. Notiing 
has been spared in an effort to see 
that those stricken by the disease 
received the best available t:cat- 
ment and the most careful atten- 
tion at the hospital. The st:ady 
stream of patients admitted miade 
it necessary to expand the polio 
section of the hospital; one en- 
tire floor was put into use in ad- 
dition to the designated ward. Not 
one patient was turned away. 

At the outset of the epidemic, 
four respirators were available. 
Additional ones were acquired 
through the National Foundation 
for Infantile Paralysis and the 
Roanoke Lifesaving Crew. The 
greatest number in use at any one 
time was 14. During the height 
of the epidemic there was a power 
failure, and the local electric com- 
pany installed a special cable to 
insure more constant power. 

The original nursing staff of the 
Memorial and Crippled Children’s 
Hospital was supplemented by 26 
graduate and 20 student nurses, 
who devoted their entire time to 
the polio patients. The graduates 
were recruited through the Amer- 
ican Red Cross, and all out-of- 
town nurses were housed at the 
Y.W.C.A. 


SPECIALISTS 


Each case was watched carefully 
so that any complications could 
receive the immediate attention 
required. Dr. M. K. Johnson, Dr. 
Thomas G. Potterfield, Dr. Harry 
D. Cox, Dr. Herman A. Gailey Jr., 
and Dr. Lloyd V. Crawford, who 
served as residents, were in at- 
tendance at all times. These pedi- 
atric and orthopedic specialists 
were sent by the National Foun- 
dation to serve during the emer- 
gency, and they gave their ser- 
vices most faithfully throughout 
the entire period. 

The epidemic, of course, in- 
creased the burden on our com- 
munity doctors tremendously, as 
it has that of the local medical 
staff. A slight cold or stomach up- 
set which would normally cause 
little concern suggested the pos- 
sibility of polio, and a physician 
was immediately called. However, 
very few patients arriving at the 
hospital were incorrectly diag- 
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nosed. A majority of the patients 
ran a high temperature for 24 to 
48 hours with little or no indica- 
tion of weakness in the extremi- 
ties or the respiratory muscles. If 
the patient showed any signs of 
involvement of the breathing 
muscles, it was necessary to utilize 
a respirator from the outset. 

The epidemic, in many instances, 
appeared to be of a particularly 
virulent type of virus infection, and 
as a result the death toll has been 
far greater than during the aver- 
age outbreak. Doctors were en- 
couraged, however, by the fact 
that paralysis of the arms and 
legs resulting from the disease has 
been less frequent than in previous 
years. 

Patients who recovered in a very 
short time were allowed to return 
to their homes at the end of the 
seven-day period of isolation re- 
quired by the state department of 
health in Virginia. Those showing 
muscle weakness in the extremities 
were detained for further physical 
therapy treatment. 


PHYSICAL THERAPISTS 


Through the cooperation of the 
state health department and the 
National Foundation, two addi- 
tional physical therapists were 
added to the hospital staff. There 
are also field physical therapists 
located in the surrounding stricken 
areas, their work consisting largely 
of assisting discharged patients to 
regain the use of weakened limbs 
through the employment of regular 
muscle exercises. This practice of 
having field physical therapists en- 
abled the hospital to discharge to 
their homes certain patients who 
otherwise would have had to re- 
main hospitalized and away from 
their families during the convales- 
cent period. 

Normally this vicinity averages 
75 polio cases each year, but the 
heavy load the epidemic placed 
on us this season was handled suc- 
cessfully through the complete co- 
operation of the local medical 
Profession, the state department 
of health, the Society for the 
Crippled of Southwestern Virginia, 
the American Red Cross, the Na- 
tional Foundation for Infantile 
Paralysis and the entire staff of the 
Memorial and Crippled Children’s 
Hospital. 
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POLIOMYELITIS CARE—THE ROLE OF 


The National Foundation 


’ for Infantile Paralysis 


HERBERT T. WAGNER, M.D. 


EAR AFTER YEAR the fearful im- 
5 fm of poliomyelitis incidence 
staggers town, city, state, and the 
nation. The:suddenness of its mag- 
nitude spotlights the inability to 
forecast the scope of its attack 

Fortunately, in many states to- 
day this enemy is awaited with 
well-laid plans for its arrival. 
State and local health authorities, 
the medical profession, hospital ad- 
ministrators, and local chapters of 
the National Foundation for Infan- 
tile Paralysis have established wise 
programs to meet these community 
and hospital emergencies. 

The realization by physicians, 
trustees, and hospital executives 
that polio is a primary problem 
of the community hospital has 
opened many doors to these pa- 
tients. The number of general hos- 
pitals now providing facilities for 
this care approaches 1,000. This 
planning and community function 
undoubtedly represents the funda- 
mental relationship between hos- 
pitals and the foundation. 

The basic structure of the foun- 
dation is the local chapter organi- 
zation. Men and women of each 
community volunteer to represent 
and to work in the interests of this 
public trust. It is recognized that 
acute paralytic polio can best be 
cared for in a hospital. The en- 
tire approach to the care of polio 
is a team organization. The organ- 
ized medical staff is the origin of 
that team. 

In many states and local areas 
polio planning committees are 

Dr. Wagner is director of hospital serv- 


ices, National Foundation for Infantile 
Paralysis, New York, N. Y 


functioning. Such organizations, 
including local representatives of 
the foundation, aid in measure- 
ment and assignment of health ser- 
vice facilities and of personnel in 
case of need. Since 1947 and 1948, 
states have developed plans of in- 
tegrated hospital service relation- 
ships. Such have been found ideal 
in wise polio care planning. 

In the area of planning, author- 
ities have anticipated the need for 
personnel with special education 
and training. One of the three fun- 
damental activities of the founda- 
tion is professional education. Pro- 
fessional and technical institutes 
and seminars are frequently held 
in medical centers throughout the 
country to bring to members of 
the health service team the best 
of current medical knowledge. The 
use of foundation scholarships and 
fellowships has multiplied the 
numbers of available personnel for 
polio care. 

Long-term, specialized training 
has been provided for members of 
the medical profession, for research 
workers and teachers, medical rec- 
ord librarians, health educators, 
nurses, medical social workers, and 
physical therapists. Thousands of 
persons from these fields, now 
working in hospitals, have at- 
tended short-term, intensive train- 
ing courses. Hospitals, public 
health departments, and other 
health agencies depend upon these 
personnel for knowledge and 
skills. 

There is no validity to the pop- 
ular concept that a polio patient is 
a patient of the foundation. As a 
patient to receive medical services, 
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he is a responsibility of commuin- 
ity health resources. It is, however, 
the role of the National Founda- 
tion for Infantile Paralysis to as- 
sist and augment community re- 
sources in meeting the polio 
problem and to aid those patients 
in need. 

Certainly, among the most im- 
portant of the relationships be- 
tween the National Foundation and 
hospitals is the entire problem of 
nursing. 

It is recognized that the over-all 
nursing load for acute poliomye- 
litis is greater than for most cate- 
gories of disease. The hospital car- 
ing for polio patients, however, 
should make every effort to pro- 
vide adequate nursing care for 
these patients. Even in times of 
nursing shortage, nurses of the 
staff can be transferred and ad- 
ditional general duty staff nurses 
can and should be employed by 
the hospital. 

Under encouragement by the 
foundation, many communities 
have established local polio nurs- 
ing committees. Advice as to the 
recommended structure and pro- 
cedure in this direction will be 
provided through the local chap- 
ter of the National Foundation for 
Infantile Paralysis. Such commit- 
tees of representatives of all local 
nursing interests have done much 
to plan toward, and then to effect, 
local solution of nursing emergen- 
cies. In a number of states such 
activity by nursing groups has bet- 
ter defined nursing emergencies. 
They have drawn a high percent- 
age, or in some cases, 100 per cent 
of the supplemental nursing staff 
from local resources. This has elim- 
inated the need to call upon the 
foundation and the Red Cross for 
out-of-state recruitment. Such ac- 
complishment is encouraged and 
commended. 

In addition to such local action 
there are frequent situations that 
require other handling. We must 
depend upon polio nursing com- 
mittees and conservative judgment 
by hospital administrators if the 
foundation is to assist in polio 
emergencies. No other word in hos- 
pital administration has been used 
with such elasticity as has the term 
“emergency.” There is so often a 
lack of application to specific con- 
ditions or of factual circumstances. 
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Moderation and realistic evalua- 
tion must apply to the declaration 
of an emergency. In addition, a 
termination of the emergency must 
be declared if we are working in 
good faith. 

In the emergency of overwhelm- 
ing polio incidence, the foundation 
is occasionally called upon to re- 
cruit medical aid teams of doctors, 
nurses and other experienced per- 
sonnel. Such teams assist local 
physicians and hospitals in the 
first crush of incoming cases. Or- 
ganization and training of local 
resources to continue to meet the 
need carries out the philosophy of 
local responsibility and action. 


Whether a hospital polio emer- - 


gency is caused by high incidence 
of the disease or by administrative 
inability to meet a less dramatic 
situation, the usual request to the 
foundation is for additional nurses. 
If an emergency exists and the 
hospital is unable to obtain ade- 
quate nursing personnel, the hos- 
pital administrator may, by writ- 
ten request, seek aid through his 
local chapter. 

The disaster staff organization 
of the American Red Cross has 
been most helpful in recruiting 
thousands of nurses. These nurses 
become part of a hospital staff. 
Their salary is in part the regular 
staff rate paid by the hospital. A 
Supplement salary payment, up to 
a national rate, is paid by the 
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foundation through the hospital. A 
living allowance is provided for 
those recruited nurses not resident 
in their own community. The de- 
tails of this program, as applied in 
the entire country, are not without 
difficulties. Even so, there is com- 
pensation for us all. There have 
been additional nursing personnel 
available when needed. 

It has been gratifying to see 
the increasing number of adminis- 
trators who exercise conservative 
judgment in asking for recruited 
nurses. There is real need today 
to enlarge this group. We are faced 
not only with an increased demand 
for nurses in a market of short 
supply but we can expect drastic 
cuts in available personnel as the 
armed services expand their ranks. 
There is urgent need for more ju- 
dicious evaluation of need; for 
training in the special nursing 
techniques; wider use of written 
hospital procedures; and above all, 
for competent nursing supervision. 
These seem to be the most reason- 
able approaches to the acute prob- 
lems of nursing polio patients. 

For the first time there are now 
specific measurements of polio pa- 
tient stay. These should be of value 
as we approach another polio “‘sea- 
son.” During 1950, nearly 700 hos- 
pitals which admit polio patients 
participated in census reports to 
the Hospital Services Division of 
the National Foundation. These re- 


ports show the number of admitted 
patients and the length of stay 
(exclusive of deaths) for paralytic 
and nonparalytic cases. 

It should be noted that in several 
hospitals in which the medical 
staff carries out a diagnostic ad- 
mission procedure, many patients 
with tentative diagnosis of polio- 
myelitis are returned to their 
homes. In some instances the num- 
ber of nonadmitted patients is 
from 30 to 75 per cent of all re- 
ferred cases. It must be borne in 
mind that in June, the first month 
of the census study, there were in 
hospitals many cases whose. onset 
of disease and admission dated 
back months and even years. 

The reports from ‘hospitals show 
that hospital admissions increased 
in direct ratio to the over-all in- 
cidence of the disease. Admissions, 
of course, receded after the Sep- 
tember 23 peak of incidence. Dur- 
ing this period, the number of 
long-term patients increased both 
in number and in percentage. The 
total number of patients hospital- 
ized at the close of November, the 
last month of the study, was 7,007 
(see bar graph). 

In August, 1949, 44 states re- 
quired isolation of poliomyelitis 
cases for a period of 14 days or 
more. A year later, only 21 states 
required such a long period. The 
most usual requirement today is 
isolation for seven days from the 
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Percentage distribution of patients discharged from Hospitals during 
month and of patients remaining in hospitals at end of month, classified 
as paralytic and nonparalytic cases, June-November 1950. 




















Month Patients discharged from Patients remaining in 
1950 hospitals during month hospitals at end of month 
Paralytic Nonparalytic Paralytic Nonparalytic 
pine Ss 72% 28% 88% 12% 
“(ees 59% 41% 81% 19% 
2 ree, 52% 48% 78% 22% 
September____________.. 52% 48% 78% 22% 
Grtoner 61% 39% 85% 15% 
November-________-_.. 68% 32% 89% 11% 
Average 
(6 months) -______.__ 60% 40% 83% 17% 
Median 
(6 months) _____*_____. 60% 40% 83% 17% 











onset of clinical symptoms or, if 
longer, for the period of fever. This 
requirement has, of course, made a 
significant difference in the dura- 
tion of hospitalization. * However, 
as medical staffs have directed pa- 
tient care on the team concept and 
have used current gains in profes- 
sional knowledge, they have re- 
duced the average length of stay 
for polio patients in hospitals. 

The 1950 study of discharges 
shows that for the country as a 
whole, 76 per cent of the admitted 
polio cases were discharged within 
30 days (see graph). Based upon 
date of discharge, excluding deaths, 
21 per cent of the polio patients 
left the hospital within one week. 
There were 29 per cent hospital- 
ized from 7 to 14 days. This was 
the period of greatest discharge 
and is followed closely by the 26 
per cent who left the hospital be- 
tween 15 and 30 days. Twelve per 
cent of admitted patients were kept 
between 30 and 60 days, and 4 per 
cent more left within 90 days of 
admission. 

It is particularly significant to 
note that of approximately 26,630 
patients reported in the study, only 
8 per cent were hospitalized for 
more than 90 days. Among other 
applications of these data is the 
question as to the duration of re- 
cruited emergency nursing per- 
sonnel. Notwithstanding the rela- 
tively high polio incidence in 
November and December, it seems 
abusive that on January 1, 1951, 





*Copies of ‘““Recommended Practices for 
Control of Poliomyelitis” are available 
from the National Foundation for Infantile 
Paralysis, 120 Broadway, New York 5,N. Y. 
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there were 233 such nurses still 
on duty. 

The average length of assignment 
of these nurses is about four 
months. However, 23 of these were 
on emergency duty for more than 
six months. Of these, eight had 
been on duty for periods of from 
one year to 26% months. Study of 
the report should be of value as 
each hospital administrator and 
each medical staff examines local 
experience as compared to the 
average. The hospitals and the 
foundation are now able to apply 
sound statistical data to the prob- 
lems of mutual concern (see il- 
lustrations of variance). The con- 
clusions, as illustrated, show that 
for the period of study the average 
death rate was 4.33 per cent. 

Hospitals have availed them- 
selves of the recruitment services 
of the American Physical Therapy 
Association. Financed by the foun- 
dation, 122 qualified therapists 
were provided to hospitals in 
emergency situations in 1950. 

A measure of service relation- 
ships between hospitals of the 
United States and the foundation 
can be seen in the following data 
of personnel recruited and equip- 
ment supplied through that or- 
ganization during 1950. 


Recruited Nurses .................. 1,787 
Recruited Physical 

Therapists ........... Ce arch ofc 122 
Medical Residents ................ 26 
Orthopedic Nurse 

EO Or) an 127 
Respirators Provided ............ 664 
Hot Pack Machines .............. 332 
C1 10 ibe aR AIRE Ra ee 143 
LL oe Se ee 76 
VOY SAORI 68 Sect 1,933 Ibs. 


The accomplishment of serv'ces 
to hospitals and the payments for 
hospitalization in 1950 involved an 
expenditure of more than $25,010,- 
000. Available funds from the 
March of Dimes were exhausted, 


and the new year opened with ° 


debts to hospitals of approximately 
$5,000,000. The foundation is proud 
of a relationship with hospitals 
which extend such credit rating 
to it. These obligations have been 
met by the 1951 March of Dimes. 

There is no authoritative meas- 
urement of polio care hospital 
costs which have been met by Blue 
Cross, private. funds or other 
sources. It is reasonable to state 
that payments by foundation chap- 
ters constitute the bulk of such 
hospital income. In the administra- 
tion of such a fund, as a public 
trust, wise philosophy and cautious 
administrative practice must be 
paramount. Only through mutual 
understanding and effort will this 
phase of the foundation’s responsi- 
bilities to the public be most effec- 
tive. Such a relationship exists 
with the great majority of hospital 
administrators. 

The chapters of the foundation 
will be greatly aided as hospitals 
encourage the active functioning 
of medical advisory committees. 
Such groups have been of great 
value in professional review of 
hospitalization problems. The eval- 
uation of patient care, the profes- 
sional review of progress reports 
of long-term cases, the confirma- 
tion of needs for equipment and 
emergency personnel, and_ the 
careful selection of persons to be 
recommended for special training 
and education come within the 
province of such a committee. 


Herein are but a few of the high- 
lights of the vast and intimate 
relationships between two great 
institutions of public service. Such 
activities could not continue with- 
out difference, or without change. 
One constant and ever-challeng- 
ing goal seeks, and is sought by, 
the men and women of our Ameri- 
can hospitals and of the National 
Foundation for Infantile Paralysis. 
Voluntarily and with enthusiasm 
we shall together provide oppor- 
tunity for the medical profession 
to bring to all patients the best of 
scientific and humanitarian knowl- 
edge and skill. 


HOSPITALS 
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TALS 


For National Hospital Day and every day, 
St. Paul decided that the best way to tell 
the story to the public is by means of .. . 


A council-wide program of 


hospital public relations 


H. PHOEBE GORDON 


OME MONTHS ago,.a letter ap- 

peared in a leading St. Paul 
(Minn.) newspaper berating the 
hospitals of the city for their high 
room rates. This letter served to 
crystalize the thinking of the St. 
Paul Hospital Council that some- 
thing had to be done to bring about 
a better understanding of hospital 
economics and hospital services— 
that is, better public relations. 

The council members, repre- 
senting 13 hospitals of various 
types and sizes, were of the opin- 
ion that a basic public relations 
program could be best developed 
by the hospitals of the city work- 
ing as a unit rather than each hos- 
pital carrying an entire program 
separately. Obviously, each hos- 
pital had its own special relation- 
ship to the public, which needed 
special presentation. For these 
areas, the hospitals planned to 
continue or initiate their own pro- 
grams. But it was decided that the 
hospital council itself would carry 
the major responsibility for the 
over-all program of improving 
community-hospital relationship. 


FIRST STEP 


The first step of the program was 
the organizing of a public relations 
committee of three members of the 
council, together with the council 
president, ex officio, who took an 
active part in the work. The pub- 
lic relations representative of the 
Minnesota Hospital Service As- 
sociation, who served as consult- 
ant, contributed immeasurably to 
the success of the undertaking. 


cotiss Gordon is personnel director at 
harles T. Miller Hospital, St. Paul, Minn., 
-~ acted ds part time public relations 
a Tector for the St. Paul Hospital Council 
uring the first six months of the program. 
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The committee set up a very 
modest budget for a six-month 
trial period. This amount was di- 
vided among the hospitals, in pro- 
portion to the size of the hospital. 
Each hospital paid its quota on a 
monthly basis. The budget was to 
cover the services of a part-time 
public relations director, printing, 
supplies and clerical assistance. 

Since the American Hospital 
Association’s “Telling Your Hos- 
pital’s Story” campaign coincided 
with the St. Paul Hospital Council 
program, the kits and bulletins 
sent out by the Association were 
put to immediate use. A part of 
each monthly meeting of the hos- 
pital council was used for discus- 
sions of the material from the 
American Hospital Association and 
suggestions from the public rela- 
tions committee to the various 
hospitals. Thus, the separate hos- 
pital public relations programs 
received added impetus and direc- 
tion from the council’s program. 


INFORMATION BOOKLET 


The first major project of the 
public relations committee was to 
write and distribute a small book- 
let of information about hospital 
services and financial problems. 
The aim of this booklet was to give 
answers to the questions and criti- 
cisms most often expressed by the 
general public. It was to be easy 
reading and was to cover as many 
points as seemed possible without 
being too lengthy to interest the 
casual reader. The committee put 
in many hours editing and re-edit- 
ing the material and the entire 
hospital council devoted one meet- 
ing to reviewing and revising the 
contents. 


The final outcome was a 16-page 
6x 4-inch booklet entitled “The 
Hospital Is at Your Service 24 
Hours a Day.’’* Each page has a 
small line drawing depicting vari- 
ous hospital personnel at work. 
The topics discussed in the booklet 
included ‘‘What’s included in your 
hospital bill, what is meant by 
‘room’ charge, what additional 
charges will you have, what makes 
a hospital care costly, why do hos- 
pitals need prompt payments, hos- 
pitals are nonprofit organizations, 
Blue Cross—the hospital’s prepay- 
ment plan.” Since the combined 
order for the booklet from all the 
hospitals totalled 50,000 copies, the 
cost per booklet was only about 3c 
—another advantage of a group 
public relations program. 

The distribution of the booklet 
provided opportunity for a public 
relations contact with almost all 
of the various “‘publics” referred to 
in the “Telling Your Hospital 
Story” literature—patients, em- 
ployees, board members, clergy 
and other civic groups. Instead of 
merely handing copies of the 
booklet to all employees, for exam- 
ple, the hospitals called employee 
meetings at which the booklets 
were discussed. 

The meetings afforded the hospi- 
tals an opportunity to stress the 
importance of the employees’ part 
in the public relations program, 
and all employees were urged to 
see themselves as “good will en- 
voys” for the hospitals. 

Each hospital also gave copies of 
the booklet to its board members, 
auxiliaries and other interested 
groups connected with the hospit- 
al. The hospital council itself sup- 
plies all doctors and clergy in St. 
Paul with copies of the booklet. 
Within a short time after the book- 
lets were sent out, several doctors 
asked for a generous supply of the 
booklets to be available in their 
offices. 

After presenting booklets to 
these groups who are closely asso- 
ciated with the hospitals, the hos- 
pitals began distributing the 
booklet to the patients—the group 
to whom the booklet is addressed. 
It was planned that each patient 
receive a copy of the booklet either 

*See Hosprrats for January 1951, page 
57. Single copies of this booklet are avail- 
able from Walt Raschick, c/o St. Luke’s 


Hospital, 287 Smith Avenue N., St. Paul 
2, at a cost of 10 cents each. 
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at admission or at some time dur- 
ing his stay in the hospital. As a 
result of all these areas of distri- 
bution, approximately 50,000 per- 
sons in St. Paul should have a 
much better understanding of hos- 
pitals than they might have had 
previously. 










MEETINGS WITH PERSONNEL 






Another project of the public re- 
lations committee during its first 
six months’ program was to arouse 
the interest of the hospitals’ office 
personnel in the public relations 
aspects of their work. With this in 
mind a meeting was held of all ad- 
mission personnel in St. Paul and 
Minneapolis hospitals. At this 
meeting a hospital administrator 
and the public relations director 
spoke on the importance of admis- 
sion procedures and attitudes in de- 
veloping good hospital-commun- 
ity relations and discussed ways 
of making improvements in these 
areas. There were free discussion 
and suggestions by those present. 
The group expressed appreciation 
of the opportunity to share experi- 
ences and ideas with each other. 
Moreover, the fact that the council 
gave sufficient importance to the 
public relations aspect of patients’ 
admissions to hold such a meeting 
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stimulated thought and centered 
attention on the problem. 


NATIONAL HOSPITAL DAY 


For National Hospital Day, the 
hospital council invited represent- 
atives of various civic groups to 
*the different hospitals. The invita- 
tions went out in the name of the 
St. Paul Hospital Council, but each 
civic group was assigned to one 
particular hospital. For example, 
the League of Women Voters was 
invited to the State Hospital for 
Crippled Children, the Rotarians 
to one of the general hospitals, a 
local commercial club to the hos- 
pital in its neighborhood and so on. 
In each hospital there was a lunch- 
eon, a tour and a discussion of hos- 
pital services and needs. 


PRESS RELATIONS 


Throughout the six months, the 
public relations committee and di- 
rector kept the newspapers sup- 
plied with news items of general 
interest about the hospitals of the 
city. They also encouraged the in- 
dividual hospitals to be news con- 
scious in regard to the happenings 
in the individual hospitals. When 
negotiations with locai unions 
were under way, the committee 
secured the services of a public re- 
lations agency to see that the 


What else mahes hospital care costly? 
24 hour service—365 days a year—always ready 


Tnere’s the fact that while you as a patient today 


may not need or use every person or service the 
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hospitals’ side of the story was 
adequately told in the local news. 
papers. 


LABOR RELATIONS 


Through the efforts of the Blue 
Cross representative on the public 
relations committee, the Hospital 
and Medical Committee of the St, 
Paul C.I.O. Council requested a 
meeting with one of the hospital 
administrators in order to have a 
better understanding of hospital 
charges and services. At this meet- 
ing the group saw all of the vari- 
ous departments of a hospital in 
action, learned costs of equipment 
and personnel, and was given in- 
formation to answer the many 
queries and “gripes” of their mem- 
bers. 

After this meeting, the union 
committee members reported their 
findings to their various unions 
and even published one or two 
excellent articles in the union 
newspapers. Other meetings are 
planned for similar groups in the 
future. 

At the close of the six-month 
trial period, the St. Paul Hospital 
Council expressed itself as very 
definitely in favor of continuing its 
public relations program on a per- 
manent basis. 
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BISHOP CLARKSON MEMORIAL FINDS 


Improved technical control 


gained from remodeling 


HAL G. PERRIN 


REMODELING transformation of 
the ground floor of the 175- 
bed Bishop Clarkson Memorial 
Hospital, Omaha, has_ resulted 
in greater operating efficiency 
through improved technical con- 
trol of medical and surgical sup- 
plies and brighter and more mod- 
ern surroundings for the operating 
personnel. 

A new, up-to-date central sup- 
ply room, pharmacy, professional 
women’s lounge, storeroom, and 
offices now occupy space formerly 
devoted, for the most part, to the 
laundry and engine room, the for- 
mer of which was moved to a new 
building on the hospital grounds 
over a year ago. 

A decided contrast in working 
conditions is demonstrated in com- 
paring the new central and sterile 


Mr. Perrin is administrator of the Bishop 
Clarkson Memorial Hospital, Omaha. 


BEFORE THE laundry was moved to a new building, the employees 
worked in these crowded, ill-equipped, unsatisfactory conditions. 
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supply room with the old laundry. 
Where laundry employees once 
worked in crowded, ill-equipped, 
and altogether unsatisfactory con- 
ditions, other employees now do 
all sterilizing for surgery, obstet- 
rics, and floor use; resharpen and 
issue needles; and prepare all spe- 
cial treatment trays as well as all 
rubber gloves and dressings, dis- 
tilled and sterile waters and solu- 
tions. 

The _§sterilizers—a_ rectangular 
one 24 x 36 x 18 inches and a 
round one 20 x 36 inches—may be 
seen in the large rectangular mir- 
ror at the back of the room. This 
mirror enables the supervisor to 
“periscope” her vision around the 
corner from her desk (shown with 
the telephone on it) and better su- 
pervise the sterilizing operation. 
Also, at night when the lone 
worker is at the sterilizer, she can 


see the entrance from the corridor 
to the central supply room. 

A two-story storeroom, provid- 
ing space for more than 4,000 
items, was built in the former en- 
gine room. The second story of this 
space was obtained by construct- 
ing a floor over a portion of the 
engine room. Most of the carton 
goods is’ stored on the lower floor. 
All items are under perpetual in- 
ventory, which simplifies purchas- 
ing and insures that supplies of 
an emergency nature are on hand 
at all times. 

The pharmacy, which features 
controversial colors of yellow, 
blue, maroon, gray, and cream, 
provides an efficient and superior 
working environment for the two 
registered pharmacists. The work 
table has numerous well-arranged 
drawers. Some are metal-lined for 
powders, boric acid crystals and 
powder, commercial talcum, dex- 
trone, and magnesium sulphate. 
The heavy drawers, including the 
bottom ones designed to hold 3- 
gallon bottles, have full-suspension 
ball-bearing slides. 

Counter tops are of a laminated 


A DECIDED contrast is the clean, bright, and efficient central 
and sterile supply room, which occupies the former laundry space. 








biota 


THE PHARMACY, brightly colored, is an efficient and superior 
working environment, with 3,215 cubic feet of storage space. 


phenolic insulating material. One 
side of the 27-cubic-foot refrigera- 
tor is equipped with stainless steel 
drawers with perforated bottoms 
to allow circulation of air. Total 
storage space of the pharmacy is 
3,215 cubic feet. A glass window 
pulls down at the counter at night 
when the pharmacy is closed. Dur- 
ing this time prescriptions are 
dropped in the mail receptacle 
mounted in the tile beside the door. 

Moving the professional wom- 
en’s lounge to the space formerly 
held by the autopsy room and part 
of the storage room from the south 
wing of the first floor meant a gain 
of two beds on that floor. In this 
new lounge are a dressing stall and 
locker for street clothing, toilet, 
lavatory, full-length mirror, and 
large vanity dresser. 

The room was decorated by a 
committee of the Clarkson Hos- 


DELIVERIES and the ambulances now have separate entrances. A 
telephone at the ambulance door connects with the registrar. 
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pital Service League. The wall- 
paper, “Barbados modern,” has a 
forest green background with 
coral, gold, lighter greens, and 
chartreuse in the figures. These 
latter colors have been picked up 
in the upholstery and lamp shades. 
The sectional settees were taken 
from the old lounge and reuphol- 
stered in chartreuse plastic. Split 
bamboo window shades _ are 
mounted on traverse rods, and the 
floor is marbelized gray tile. The 
room is used by nurses, dietitians, 
pharmacists, anesthetists, and 
technicians. 

The appearance of the basement 
corridor was improved substan- 
tially by decorator’s colors, asphalt 
tile flooring, and perforated steel 
acoustical treatment covering the 
unsightly pipes. Loud speakers 
for the paging system and all ven- 
tilating ducts are above the acous- 
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MOVING THE women's professional lounge made room for two more 
beds. The decorating was done by the hospital's Service League. 


tical panels, out of sight and yet 
effective in use. The ceiling panels 
can be removed by the engineer 
whenever he wants to work on the 
pipes. The floors are gray mar- 
belized tile, and the walls are 
“decorator” green with DDT im- 
pregnated in the paint. 

The autopsy room, relocated on 
the ground floor, is well equipped 
and attractive—if a room of this 
sort can be so described. Tile and 
stainless steel predominate. 

Whereas merchandise was for- 
merly delivered through the am- 
bulance entrance, remodeling of 
the ground floor of Bishop Clark- 
son has changed this. A separate 
doorway for deliveries has been 
provided. The ambulance entrance 
now has. attractive aluminum 
doors and a telephone directly con- 
nected with the registrar. Her 
phone buzzes when the instrument 


A TWO-FLOOR storeroom, built in the old engine room, provides 
space for more than 4,000 items, all under perpetual inventory. 
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UNSIGHTLY pipes, soft drink machines, and 


oxygen tanks made an unpleasant corridor. 


inside the box is lifted. This has 
meant quicker service for emer- 
gencies, as well as more orderly 
back-door operation. Installation 
of steps to the inside fire escape 
stairwell was in line with recom- 
mendations of the underwriters 
and, furthermore, provides an out- 
door storage point for full oxygen 
tanks. 

All of the ground floor is air- 
conditioned. Rooms and services 
are well designated by uniform 
translucent red plastic script signs. 

The cost of approximately $75,- 
000 for this remodeling project has 
most certainly been worthwhile in 
increased efficiency of operations, 
more floor time for nurses, and 
brighter and more pleasant sur- 
roundings for all. 





DECORATOR'S colors, asphalt tile flooring, 


and acoustical ceiling change the hallway. 
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133.2 PER CENT increase in to- 

tal contributions proves the 
value of the “one-time” fund-rais- 
ing campaign over the individual 
drives for charities. This increase 
of 1950 over the last year of mul- 
tiple drives, 1948, was experienced 
by the Army Medical Center, 
Washington, D. C., under the direc- 
tion of Maj. Gen. Paul H. Streit, 
commanding general, following 
numerous complaints as to the 
multiplicity of such campaigns and 
the efforts required for their com- 
pletion. 

During the multiple campaigns 
previously conducted it often was 
physically impossible to obtain or 
to divert the services of competent 
personnel to conduct the required 
personal interviews. The cam- 
paigns, therefore, tended to be re- 
solved by those contributions ob- 
tained without the benefit of a 
program that would have assured 
a 100 per cent solicitation by se- 
lected individuals. Personnel when 
approached by a dignified solicitor 
are prone to respond readily with 
the indicated results. 

The “one-time” charity cam- 
paign accomplishes these desirable 
objectives: (1) Limits such activi- 
ties to one per year; (2) gives 
incentive to committees to give ef- 
fective, intelligent, and enthusias- 
tic support and dynamic leader- 
ship; (3) secures much greater 
participation among personnel. 

The campaign has a general 
chairman and custodian, depart- 
mental chairmen, and a disbursing 
committee. It is scheduled to in- 
clude two early fall military pay- 
days and to take advantage of the 
Community Chest publicity activi- 
ties. Throughout the campaign re- 
peated attention is invited to the 
multiple charities served by the 
Community Chest. Posters are 











One-time campaign for charities 


produces increased returns 


prepared and placed at strategic 
locations and are rotated every 
other day. Weekly reports and 
comments are made in the weekly 
post newspaper, and timely items 
appear in the post daily bulletin. 

Each prospective contributor is 
interviewed by designated chair- 
men or key personnel and present- 
ed with a pledge card, which iden- 
tifies the participating beneficiaries 
and provides a receipt. One-half 
day’s pay is set up as a reasonable 
contribution. All contributions are 
on a strictly voluntary basis, and 
no pressure is attempted. 

Distribution of the funds from 
these campaigns is made on the 
basis of the percentage contributed 
to recognized beneficiaries during 
the preceding years, plus donations 
to such additional beneficiaries as 
recommended by the distribution 
committee. 

A small reserve for contingency 
requirements is established, and 
any funds received following the 
close of the campaign are credited 
to the reserve. Prior to the start of 
a new campaign, any unexpended 
reserve is paid to the Army Relief 
Society and the Air Force Aid So- 
ciety upon the prorated basis of 
Army and Air Force personnel 
presently in the command. This 
action permits the new campaign 
to start with a zero balance. The 
beneficiaries receive their allot- 
ments at the time of their own 
agency campaigns. 

Having proved that such an op- 
eration can in reality be a “one- 
time’” campaign and that it can 
be productive of larger returns, the 
personnel, of the Army Medical 
Center are wholeheartedly in favor 
of this simplified and more accept- 
able method of soliciting contribu- 
tion funds and recommend its 
adoption with enthusiasm. 
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WORKING TOGETHER ON PUBLIC RELATIONS ... 





Blue Cross and hospitals 


solve a mutual problem 


JOHN V. CONNORTON, Ph.D., AND ALFRED L. GOLDEN 


E HAD A PROBLEM. It had been 

making itself felt ever since 
“reconversion” crept into every- 
body’s conversation. 

John Public not only couldn’t 
understand why hospitals had 
raised their rates, he also definitely 
resented it. It was the straw needed 
to break the camel’s back. There 
was misunderstanding in the air. 

With the Greater New York 
Hospital Association and the As- 
sociated Hospital Service (New 
York’s Blue Cross plan) both 
serving the hospitals and the pub- 
lic, we were particularly sensitive 
to the situation. We realized an 
effective job of public relations 
was imperative—a matter of ex- 
plaining hospital economics in clear 
figures and plain language. 

John Public would buy a can 
of beans at his neighborhood gro- 
cery store. He would pay the extra 
nickel without shooting the grocer. 
John might even look at the meat 
on the butcher’s scale and moan 
a bit about the price. But he ac- 
cepted those prices because he un- 
derstood them. His hospital bill 
was something else. He could not 
figure why sickness had gone up in 
price. Before the war, hospital 
care had been expensive, but now 
hospital charges seemed to have 
skyrocketed into the stratosphere. 

It was a mutual problem for the 
hospitals and Blue Cross. One 
thing was persistently clear. 
We’d have to educate John 
about hospital costs, and ex- 
plain to him, item by item and 
dollar by dollar, what he paid for 
in his hospital bill. We had to con- 
vince him that in view of the 


_—_—_ 


a. Connorton is the executive director 
of the Greater New York Hospital As- 
eon. Mr. Golden is the public rela- 
Sons ‘irector of the Associated Hospital 
ervicc (New York’s Blue Cross plan). 
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generally increased cost of living 
the charges of hospital care were 
still well within reason. We knew 
that an enlightened public was a 
reasonable public. 


We decided that the Greater 
New York Hospital Association 
was best geared, through its close 
contact with hospitals, to handle 
the distribution of our message. 
New York’s Blue Cross would pre- 
pare the message. We knew our 
ends would best be served by de- 
veloping something that could be 
slipped into the hospital envelope 
with the bill. Such a requirement 
seemed to point to a folder format. 

The first draft of the copy sprang 
from source material of the Asso- 
ciation Hospital Service and from 
articles culled from hospital pub- 
lications. The most valuable source 
of material proved to be the series 
of radio presentations prepared by 
Susan Jenkins of Kansas City. (See 
HOSPITALS for October, page 72.) 


QUESTIONS AND ANSWERS 


The writing was done in the 
simplest type of presentation, e.g., 
questions and answers. The copy 
was submitted to a number of hos- 
pital administrators, and the sug- 
gestions made by these adminis- 
trators were added to the copy. 

The printer did a short test run 
and these test copies were sent to 
a group of selected hospitals for 
their reaction. They were tried out 
on patients, their relatives and 
friends. By personal interviews, 
comment was gathered from read- 
ers for whom the folder was in- 
tended. The results of this survey 
were worked into final copy, and 
the printer then ran off the first 
run of 100,000 copies. 

In the meantime, distribution 
had been set up through talks at 








various meetings of the Greater 
New York Hospital Association and 
at other organizations. Member 
hospitals gave their orders accord- 
ing to their requirements and 
further agreed to pay all mailing 
charges on their orders. 

The reception to the folder really 
surprised us. Not only did member 
hospitals of the association call for 
copies, but requests came from 
Blue Cross member hospitals out- 
side the metropolitan limits. And 
it was not long before hospitals 
throughout the United States and 
Canada wrote for copies.and per- 
mission to adapt it locally. 

Such was the demand that our 
supply was quickly exhausted. 
When reprinting, we took the ad- 
vice of several hospital .adminis- 
trators and changed its format to 
make it more suitable for mailing. 
We turned it into our present eight 
page version of the booklet. 


EXTENSIVE USE 


New York’s Blue Cross plan 
kept a close check on the results. 
The Blue Cross-Blue Shield in- 
quiry card on the back cover of 
the booklet served as a valuable 
source of enrollment leads which 
more than made up for the expense 
incurred in the printing of some 
500,000 booklets to date. Thous- 
ands of booklets have been printed 
by other organizations; thus it 
can be conservatively estimated 
that with an average of four read- 
ers for every booklet, more than 
14 million persons have read our 
booklet or an adaptation of it. So 
satisfactory were the returns that 
we became sensitive to other pos- 
sibilities for cooperative promotion. 

The Blue Cross hospital clock 
is one such example. We ordered 
attractive electrical wall clocks 
stamped across the face with the 
Blue Cross symbol and the words 
“Member Hospital — Blue Cross 
Plan.” Again the support of the 
association was sought out, and the 
results were splendid. 

These projects have had a spe- 
cial significance to us. They have 
shown what tie-ins can accomplish, 
how friendly cooperation and a 
banding together of common in- 
terests can crack the toughest nut, 
and how the resources of two or- 
ganizations can be utilized for the 
good of the patient and the public. 
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An avoidable war scar 

THE UNITED STATES SENATE has been handed a 
bill which would control the expansion of hospital 
facilities as needed by the shifting of population 
during this period of intensive preparation for 
war. It is known as 8.349, the Defense Housing and 
Community Facilities and Services Act of 1951. 

As drafted the bill invites some evil consequenc- 
es that can be headed off in Congress without in 
any way handicapping the home front war effort. 
The danger is that hospital facilities of crude and 
inadequate design will be built where they are 
not really needed; and the evil consequences in- 
clude not only a great waste of money and poor 
service during the emergency, but also a lasting 
obstacle to the careful planning of community 
health facilities which is now well along. 

The bill is detailed in many respects, but it is 
excessively vague wherever hospitals and hospital 
services are involved. Indeed, hospitals appear to 
have been given little consideration as such but 
are blanketed in as part of “community facilities 
and services.” These facilities and services, wher- 
ever practicable, are to be provided, operated and 
maintained by appropriate state, city or other local 
agencies; but beyond this routine concession to 
states’ rights sentiment, scarcely anything is 
spelled out. Nearly everything is left to the Presi- 
dent’s discretion, which in practice means to the 
discretion of those government agency heads who 
manage to get to the White House first with the 
most persuasive arguments. 

Logically the administrative responsibility could 
go to only one place in Washington. For five years 
the Public Health Service of the Federal Security 
Agency has done an outstanding job of adminis- 
tering the Hill-Burton program. It has accumu- 
lated the technical know-how, which is highly im- 
portant in this case. Through an organization that 
is set up and running, it has effective contacts in 
the separate states. It has demonstrated all the 
skills and competence necessary to get an emer- 
gency hospitalization program under way on a 
moment’s notice—and this without damaging some 
foundation plans that have been five years in the 
making. 

It is no reflection on either the President or the 
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bill’s authors to point out that even emergency 
legislation should attempt to set up a few bar- 
riers against innocent blunders and political con- 
nivance at all levels. Since the authors have made 
no such attempt, this responsibility falls to mem- 
bers of Congress. 

As it stands, the bill is quite specific on such mat- 
ters as how and by whom the housing mortgages 
shall be handled, on the rates of pay and work 
week of construction laborers, and on the Depart- 
ment of Labor’s authority. 

If Congress were to carry this approach one step 
further, specifying that any program for the plan- 
ning and construction of hospital facilities shall 
be administered by the Public Health Service of 
the Federal Security Agency, certainly the war 
effort would not be hampered, and a great many 
communities could be insured against a war scar 
that is wholly avoidable. 


Recruitment season 

THIS IS THE TIME of year when, among other 
things, hospital administrators have reason to won- 
der whether enough student nurses can be recruit- 
ed in 1951 to keep their facilities fully in operation 
a few years hence. ; 

This is therefore a time to pinpoint the kind of 
recruiting job that must be done, and a good way 
to start is to recall a significant fact brought to 
light last summer by the American Institute of 
Public Opinion. The institute put this question to 
its carefully selected sample of American voters: 

“Suppose a young. girl came to you and asked 
your advice about taking up a profession. Assum- 
ing that she was qualified to enter any of these 
professions, which ONE of them would you first 
recommend?” 

The women responding ranked 14 professions 
in this order: Nursing 33 per cent, teaching 15 per 
cent, secretarial career 8 per cent, social service 
work 8 per cent, dietitian-home economics 7 per 
cent, then, all below 5 per cent, dressmaker-fash- 
ions, beautician, airline stewardess, actress, jour- 
nalism, musician, modeling, librarian, medical- 
dental technician. Results were but little different 
with male votes added, the first five ranking thus: 
Nursing, teaching, secretarial, dietitian, social 
service. 

A few years ago the idea of nursing as a career 
seemed to be in need of popularization. The Amer- 
ican Hospital Association, the Advertising Council 
and other agencies carried out a great “national 
backdrop” campaign to supplement local recruit- 
ing efforts. While such a campaign would be help- 
ful at any time, the above sampling of opinion in- 
dicates that nursing as a career today enjoys the 
best possible public relations, hence that recruit- 
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ment success more than ever depends on effective 
local effort. 

The question is how to be effective, and the liter- 
ature is filled with reports of successful experi- 
ences, some of which can be adapted to the condi- 
tions and facilities in any community. While no 
single formula is failure-proof, here is a simple 
check list that covers the fundamentals: 

1. Have plans been worked out jointly by hos- 
pitals in a community or area, including those 
without schools of their own? 

2. Has a local publicity campaign been timed to 
support an organized effort? 

3. Is personal contact established with local and 
nearby high school girls at a time when they are 
career-conscious? 

4. Are the inquiries of all interested prospects 
properly processed? 

5. Are the nursing school’s atmosphere and fa- 
cilities such that girls who come to visit will be 
tempted to return and register? 


Still on the job 


_ THE ANNOUNCEMENT that Dr. Malcolm T. Mac- 


Eachern is now a member of the American Hospi- 
tal Association’s headquarters staff may be classi- 
fied as electrifying news. It means that member 
hospitals, and indirectly all hospitals, will continue 
to receive a kind of service that is as valuable as 
it is unusual. 

It has been said often that Dr. MacEachern’s con- 
tribution to the betterment of hospital care is 
greater than that of any living person. If such 
records were kept, they probably would show also 
that he has visited more hospitals, made the ac- 
quaintance of more administrators and board 
members, and helped to solve more difficult hospi- 
tal problems than any other person, either living 
or dead. 

During his many years associated with the 
American College of Surgeons, Dr. MacEachern 
has not only acquired a great store of knowledge 
but also has developed a thoroughly judicial atti- 
tude toward those delicate human relationships 
that are peculiar to hospital administration. Oth- 
erwise he could hardly have emerged from that 
long experience so widely respected and admired. 
He could not have been the first to realize that the 
tight solution to all hospital problems is based on 
the welfare of the patient; but he has made a 
career of preaching this philosophy, practicing it 
and gathering converts. 

One way and another, Dr. MacKEachern has 
worked with and for the Association for a good 
many years. In his new assignment as director of 
professional relations, he will be much more read- 
ily available to other members of the headquarters 
staff. To the extent that the day is long enough, 
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his wisdom and judgment will be available to 
members. In other words, in a new office at a new 
address, he will be able to continue his lifetime la- 
bors as counsel for the patient. 


The Magnuson incident 


THE RESIGNATION OF Dr. Paul B. Magnuson as 
medical director of the Veterans Administration is 
a bad omen. It is bad because some of the impor- 
tant issues could not be aired in the brief moment 
during which this event had the spotlight. 

According to Dr. Magnuson, he was constantly 
opposed in his efforts to put in charge of veterans 
hospitals only those persons who were adequately 
qualified. According to Administrator Carl R. 
Gray Jr., Dr. Magnuson was uncooperative to the 
point of insubordination. He would not, it was 
charged, work with other members of a committee 
which is responsible for hiring qualified em- 
ployees. 

It is here that equity and justice become en- 
tangled in a possible conflict between theory and 
practice. Certainly efficient administration calls 
for teamwork, and teamwork calls for the com- 
promising of individual opinions. At the same time 
it is quite possible for a smoothly working team 
to do everything wrong with the greatest efficiency. 

In the past this has happened within the Veter- 
ans Administration. A decade ago, when war vet- 
erans were receiving what could be called unin- 
spired medical and hospital care, the committees 
functioned perfectly and all was peaceful at head- 
quarters. 

For the express purpose of disturbing this bu- 
reaucratic peace in the interest of higher quality 
service, Dr. Paul R. Hawley was installed as med- 
ical director and given wide authority to make 
changes, and the wonders he worked are. well 
known. As Dr. Hawley’s successor, Dr. Magnuson 
was expected to carry on with the same single 
purpose. 

Such an assignment does not make for personal 
popularity. If he insisted on hand-picking his key 
men, isn’t that what he was supposed to do? If 
he raised his voice against building hospitals for 
the glorification of individual congressmen, Amer- 
ican Legion posts and local chambers of commerce, 
is that bad? If he cried out against opening hos- 
pitals that cannot possibly be well enough staffed 
for good service to war veterans, is he ignoring 
the orders originally given to Dr. Hawley or mere- 
ly trying to carry them out? 

Perhaps the forced resignation of Dr. Magnuson 
is not a dependable sign that the pre-World War 
II type of bureaucratic medicine is on its way back. 
The real test is whether a well behaved committee 
can do as well for war veterans, and a little time 
will tell. 
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the discovery that the transition from 


By allowing mothers to remain with their 


children, this 70-bed rural hospital made 


home to hospital was easier for the child. 



















A personalized rural pediatric service 


N JANUARY 1950 Bethesda Hos- 

pital in North Hornell, N. Y., 
a 70-bed institution, opened its 
first pediatric section stamped 
“trial run” and approved ‘“tem- 
porarily” by the hospital’s govern- 
ing board. Up until this time, a 
pediatric service had remained 
just an idea because the plan had 
always met with opposition from 
the nursing staff. 

But the care of young patienis 
is one service that has been neg- 
lected in the rural hospital, and 
the efforts for improving this spe- 
cial service led to the idea of al- 
lowing mothers to remain with the 
very young patients while they 
were in the hospital for treatment. 





Miss Dumack is administrator of the 
— Hospital, North Hornell, New 
ork. 
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HELEN DUMACK 


It was felt that the arrangement 
would be especially convenient for 
mothers from the rural districts 
who had to travel some distance 
to the hospital to see their young- 
sters. Hornell hospitals serve a 
large rural population, and when 
a small child must be hospitalized, 
it means a great deal of time spent 
in traveling on the part of the 
parents. 

Then, too, the child from the 
rural area is usually totally unac- 
quainted with anyone in the hos- 
pital and is shy and lonely without 
the sight of familiar faces around 








during his stay in the hospital. 
This is not conducive to speedy 
recovery, and the child is generally 
discontented. 

The new section is on the third 
floor of the hospital, in what was 
formerly waste space and storage 
rooms for discarded equipment. 
The entire floor was remodeled and 
now contains space for seven pa- 
tients and seven mothers. 

The cost of converting this un- 
used space into private rooms was 
approximately $5,000. This in- 
cluded installing plumbing, floor 
tiling, sinks, a refrigerator and a 
bedpan sterilizer. A call system 
was put in, and the dumb waiter 
service was extended to this new 
section. Radiators were changed, 
and the entire area was painted. 
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The cost included whatever car- 
pentry needed. 

The rooms were attractively 
decorated and made to look much 
like a room one would equip for 
a child at home. Each of the rooms 
held an extra bed for the mothers 
if they should wish to remain with 
their children. The location of the 
new section was such that the 
young patients are entirely away 
from the rest of the hospital and 
cannot be disturbed by the routine 
of other services. 

The mother is able to eat at the 
hospital if she so desires. She can 
have a tray sent to the room or 
she can eat at the snack bar. The 
cost of meals varies from 25 cents 
to $1. If the mother feels that she 
wants to stay over night, there is 
an extra charge of $1 on the room 
bill. 


REASSURANCE FOR MOTHERS 


The supervisor of the pediatric 
service, who at first was a bit du- 
bious about the new arrangement, 
noted how much reassured were 
the mothers and what a source of 
comfort this service was to the 
children. In several instances, after 
just one or two nights spent with 
the child, the mother resumed 
her regular home duties unworried 
and confident of the care that was 
being given her child in the hos- 
pital And in those few days the 
child had become acquainted with 
the nurses and no longer felt timid 
and frightened in the strange hos- 
pital surroundings. 


APPROVED BY DOCTORS 


The staff doctors also favor the 
new system, especially the im- 
proved relationship. The parent 
has a better grasp of hospital rou- 
tine, and the nurse is able to ob- 
tain a better picture of the child’s 
background. The entire plan lent 
itself to rendering a more personal 
treatment of the child, and inci- 
dentally, a faster recovery. 

The idea has rightfully slipped 
into a permanent arrangement be- 
cause of the splendid cooperation. 
The governing board is pleased 
with the improved public relations 
and, above everything else, with 
the personalized and_ effective 
health service that is now being of- 
fered to the youngsters in this rural 
area, 


MARCH 1951, VOL. 25 


Hospitals must face the need of setting up 
their credit organizations along the lines 
of tested and accepted business standards. 


System is required in the 


hospital credit function 


FRANK D. LAURAN 


OSPITALS, WHILE keeping in 

the foreground the funda- 
mental philosophy of humanitari- 
anism upon which all of them have 
been founded, must face the grow- 
ing need for evaluation of their 
status as a business. One normal 
result of the acknowledgement is 
the creation of credit facilities 
comparable to those found in any 
well planned business. 

Money cannot be collected with- 
out a well devised sytem geared to 
the economy of the organization of 
which it is a part. Hit-or-miss 
methods of past years for collect- 
ing bills have left a broad wake of 
bad debts. Recognition of these 
fundamental needs brought about 
the decision of the management of 
Rhode Island Hospital two years 
ago to establish a separate credit 
department within the controller’s 
division. This step involved re- 
placement of a group functioning 
as a part of the accounting depart- 
ment. This group, known as the 
credit office, had only a corner in 
which to do its job and was made 
up of three fulltime and five part- 
time employees. Virtually no 
system existed by which proper 
controls were effective to protect 
the hospital in its security for pay- 
ment of accounts. 

The Rhode Island Hospital is a 
voluntary, nonprofit general hos- 
pital with a bed capacity of nearly 
600 patients. In 1947, before the 
creation of the credit department, 
we admitted 13,702 patients; while 
our emergency room (which is 
open 24 hours daily) treated 15,- 


Mr. Lauran is the credit manager of the 
Rhode Island Hospital, Providence. 


339 patients, and our outpatient de- 
partment handled 40,622 visits for 
9,114 patients. 

Since the credit department was 
established, the demands for hos- 
pital service have increased nota- 
bly. In 1949, we admitted 14,924 
patients, an increase of 1;222 
patients, and our outpatient de- 
partment handled 45,815 visits for 
11,515 patients, an increase of 5,- 
193 visits and 2,401 patients. 

As can be seen from these fig- 
ures, there has been a considerable 
increase in all areas of our hospital 
service. Naturally, there has been 
a corresponding growth in the to- 
tal of credit risks for the credit 
department to evaluate and to col- 
lect. Our basic problem was to 
work out a complete program 
involving a system of record keep- 
ing, coordination of departments, 
and an effective system of collec- 
tion. To insure this, we had to 
build a credit organization along 
the lines of accepted business 
standards. 


RECORD SYSTEM 


Our first step was to determine 
whether the patient’s ledger ac- 
count should be used by the credit 
department or whether a dupli- 
cate record should be set up. A 
study of certain hospital routines 
convinced us that a duplicate rec- 
ord should be set up. Otherwise, 
the follow-up will fail at vital 
points because of the need of both 
departments frequently to use the 
ledger at the same time. 

Arrangements were made with 
the admitting office to furnish on a 
special card for the credit depart- 
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ment a multilith reproduction of 
each admission. This has served 
as a complete record of each case. 
A vital advantage of this setup is 
found in having such a record 
available from admission until the 
account is paid or is charged off as 
free service or a bad debt. We 
found that the cost of building this 
duplicate record to cover all un- 
paid accounts within the period of 
the statute of limitations up to the 
current period was quite nominal 
in relation to our gain in efficiency. 

Having established the record 
system, we went through a period 
of experimentation to evolve the 
best plan for our needs. 


CREDIT SETUP 


Finally, drawing a page from 
experience in the retail field, we 
established a divisional credit set- 
up. The accounts were divided 
into three alphabetical divisions 
and were assigned to three divi- 
sional interviewers. 

Each divisional interviewer is 
held totally responsible for all ac- 
tive unpaid accounts in her group. 
This condition of total responsibil- 
ity is an important factor, because 
the interviewer knows she must 
exert every effort to collect the 
account by the time of discharge 
or establish on the record an ac- 
ceptable reason why this was not 
possible. Furthermore, because of 
her familiarity with the account 
from admission, she is better able 
to follow through intelligently un- 
til she has either collected the 
account or has charged it off. The 
net result of this change is an 
over-all condition where the loss 
due to inadequate handling has 
been reduced to a minimum. 

Each new admission record is 
carefully checked against our paid 
and unpaid files. We keep in our 
permanent inactive file all paid ac- 
counts that had caused any diffi- 
culty while in the hospital or until 
collected; otherwise we destroy 
the record once the account is paid. 
If a prior paid record is found, the 
interviewer makes a resume of ex- 
perience on the new record for her 
guidance. If a prior unpaid record 
is found, the cards are cross- 
referenced and a master card is 
set up and carried along with all 
credit cards for that patient. 
When it is desired to interview 
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visitors, or members of the pa- 
tient’s family concerning any 
problems connected with a current 
admission, the divisional inter- 
viewer issues a credit stop card. 
This card is set up at the informa- 
tion desk for the ward and semi- 
private patients and prevents any 
visitor from seeing that patient 
until, after an interview in the 
credit department, the stop card is 
approved. 

The patient’s daily bills are de- 
livered to the credit department 
by the accounting department. Our 
interviewers review and post the 
balance of each bill on the credit 
cards. By means of a duplicate re- 
ceipt system, the credit depart- 
ment is furnished with a copy of 
all cash receipts. The divisional 
interviewer posts all cash on the 
inpatient accounts, while a night 
clerk posts all other cash. 

On our night shift, a supervisor 
handles interviews and marks ac- 
counts for collection follow-up. He 
is responsible for the supervision 
of the work done by three typist 
clerks, who take care of all filing 
and the typing of collection notices 
as well as posting of cash. 

Our day shift, which ends at 
4:30 p.m., is composed of three 
divisional interviewers, one of 
whom is the assistant credit man- 
ager and carries supervisory re- 
sponsibilities. Also we have an in- 
surance clerk and office secretary. 

The insurance clerk handles all 
compensation and hospitalization 
insurance cases as well as collec- 
tion follow-up by telephone for all 
divisions on accident cases where 
payment is delayed. 

Our office is open from 9:00 a.m. 
until 9:30 p.m. six days a week, 
and on Sundays and holidays from 
10:30 a.m. until 3:30 p.m. 

Upon discharge, all patients 
with whom it has not been possible 
to make arrangement for settle- 
ment prior to discharge are inter- 
viewed by the credit department. 
If at this point it is indicated that 
extended terms will be required, 
a thorough credit interview is done 
and a specific contract for payment 
is signed. Then the account is set 
up under an installment routine 
and a payment record is mailed 
out. A special follow-up is made on 
these accounts in a visible index 


file. 





If the account is unpaid and 
terms cannot be worked out, it is 
handled by another routine, and 
the card is placed in a different 
file from the installment accounts. 

We secure file information from 
our credit bureau on all patients 
requesting transfer from ward or 
semi-private accommodations. We 
request full credit reports any time 
it is not possible for us to develop 
a clear picture of the financial ca- 
pacity of the patient or the guar- 
antor. Our cost for credit reports 
and information runs at a rate of 
$400 per year. This expense has 
been an outstanding investment. 


CREDIT REPORTS 


We have made spot checks of 
ward patients by credit reports— 
50 at each time, once in December 
and again in April—to determine 
whether we had patients coming 
into our wards who were able to 
pay their expenses for hospital 
care as well as for a private physi- 
cian. 

Of the first group of 50 reports, 
three were established as able to 
pay their way. We discussed the 
problem with each family, point- 
ing out that our ward service was 
maintained for the benefit of those 
people whose income was marginal 
or less. Two of the patients had 
been discharged by the time the 
report was received, but they had 
been referred to our clinics for 
further treatment. In these cases 
we arranged with the family to 
have the patient cared for by a 
private physician who was famil- 
iar with their cases. 

In the case of the third patient, 
we found that she was worth more 
than $50,000. After considerable 
discussion with her children, she 
was transferred to private service 
and a staff surgeon was secured to 
perform a critical operation. We 
gained, as a direct result of the 
credit report, $250 more than 
would have been realized. Of fur- 
ther importance is the fact that we 
were able to protect properly our 
staff doctor. 

In the second group, only two 
came in on ward service who 
clearly could afford to pay their 
way, but both had requested semi- 
private accommodations and a pri- 
vate physician before our report 
was received. 
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ITALS 


The credit department, in con- 
sultation with our medical social 
workers in the outpatient clinics, 
has frequently secured credit re- 
ports on clinic patients whose 
stories have not appeared true. 
Generally, these reports have es- 
tablished beyond doubt that the 
patient was being dishonest. 

After every reasonable effort has 
been made to collect our accounts, 
they are finally reviewed by the 
credit manager to judge whether 
the account shall be placed with a 
collection agency or an attorney. 
By the time we have reached this 
stage of handling our accounts, we 
have completely evaluated the 
hardship factor, which, of course, 
must always be kept foremost in 
mind in hospital collections. 

One final aspect of our own pic- 
ture is that of departmental co- 
ordination. As a result of joint 
thinking of the director of admit- 
ting, the director of social service, 
and the credit manager, our ad- 
ministration approved the policy 
that only the credit department is 
authorized to make financial ar- 
rangements with the patient or his 
family. Our admitting clerks and 
social workers refer the family or 
the patient directly to the credit 
department if any question is 
raised about payment of the 
account. The clerks in the account- 
ing office and the cashiers do like- 
wise. All telephone calls regarding 
bills and payments are routed first 
to the credit department for 
screening. 

Any free clinic service that the 
social workers feel should be al- 
lowed to a patient is recommended 
for review and may be approved 
only by the credit manager. If ap- 
proved, the slip is used by our 
accounting department as author- 
ization to cancel the charge for 
service. No allowances are made 
otherwise. 


Our credit department has been 
built upon the increasing need for 
businesslike measures to secure for 
the hospital the maximum of reve- 
nue from the public it serves in 
order to bolster its financial posi- 
tion. But at all times the credit 
department has been required to 
keep in the foreground the fact 
that while it is a tool of business, 
the humane interest in patient care 
ls of the utmost importance. We 
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cannot evaluate accounts only in 
terms of dollars. We must also 
consider the patient as an impor- 
tant part of the community and 
consider the full impact of his 
illness upon the family unit. We 
must, in nearly every case, effect a 
subtle fusion of social awareness 
and hard common sense. 


COLLECTION FIGURES 


During the two years our credit 
department has been operating, we 
have handled a total of 30,000 pa- 
tient accounts, reflecting gross 
charges amounting to $5,600,000 in 
addition to several thousand emer- 
gency room accounts. 

Comparative figures on collec- 
tion show that in spite of the diffi- 
cult times in 1949 in our state, our 
collections were $250,000 ahead of 
1948. We have cut our fees for col- 
lection agency and attorney serv- 
ices $13,000 in the past year. The 
total number of our unpaid ac- 
counts dropped 200 during the 
period from October 1949 to April 
1950. 

Public relations have been 


improved, for we now more ac- 
curately evaluate the chances of 
collecting the patient’s account. 
As a result of the procedure set up 
by the department, we never place 
accounts for collections where the 
hardship factor is apparent. Fewer 
accounts are being transferred 
outside for attention by commer- 
cial agencies since the credit de- 
partment does a complete job 
before such action is taken. That 
means less ill will from our pa- 
tients. 

In the annual hospital report 
for 1949, our director of social 
service stated, “The clarification of 
function in the credit department 
...the new policies and well- 
defined channels of operation 
which have been worked out... 
have resulted in less confusion for 
both the patient. and the social 
worker. We now see the credit 
department as a tool in our help- 
ing process.” 

We feel that in that statement 
is the brief summation of the re- 
sponsibility of every hospital cred- 
it department. 


The need for disaster planning 


HE NEED FOR hospital disaster 

i onie even without the threat 
of atomic bombing, was made ap- 
parent last month when the Metro- 
politan Life Insurance Company 
issued a report on catastrophic ac- 
cidents in 1950. The company de- 
scribes a catastrophic accident as 
one causing five or more deaths. 

Nearly 1,500 persons died in 
such accidents in the United States 
last year, an increase of 250 over 
the 1949 total. Disasters taking 25 
or more lives occurred 11 times in 
1950. The fourth in severity was the 
fire at Mercy Hospital in Daven- 
port, Iowa, which claimed 41 lives. 

In most instances, hospitals in 
the vicinity of the disaster re- 
ceived large numbers of victims 
as patients, and those with emer- 
gency disaster plans found them- 
selves best able to cope with the 
situation. 

The 11 disasters taking 25 or 
more lives were listed by the com- 
pany as follows: 


|. Thanksgiving weekend wind 
and windstorm (100 deaths). 

2. Thanksgiving eve railroad ac- 
cident, Richmond Hills, N. Y. (79 
deaths). 

3. June crash of commercial air- 
liner in Lake Michigan (58 deaths). 

4, January fire at Mercy Hospi- 
tal, Davenport, Iowa (41 deaths). 

5. July crash of Air Force troop 
carrier in South Carolina (39 
deaths). 

6. February tornadoes in Louisi- 
ana and Texas (38 deaths). 

7. May collision of streetcar and 
gasoline truck, Chicago (34 deaths). 

8. May explosion of munitions 
barges, South Amboy, N. J. (34 
deaths). 

9. September crash of passenger 
train into troop train, West Lafay- 
ette, Ohio (33 deaths). 

10. February collision of two 
passenger trains, Rockville Centre, 
N. Y. (32 deaths). 

1]. June flash floods in West Vir- 
ginia (31 deaths). 
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ADMINISTERING AN ARMY HOSPITAL—II 





Personnel problems in the 


military installation 


MAJOR GENERAL PAUL H. STREIT, MC, USA 


N AN ORGANIZATION such as the 

Army there are two principal 
factors affecting the employment 
of medical personnel. The first 
concerns over-all policy, a definite 
responsibility of the surgeon gen- 
eral of the Army and influencing 
the procurement of personnel from 
the professional categories in civil 
life. 

The second involves personnel 
utilization and is operative at the 
in-service level—the organization. 
The policy decisions of higher 
headquarters are implemented 
through directives and guides for 
operating officials. Department of 
the Army regulations establish 
controls for all groups. Technical 
and training manuals, prepared in 
the Surgeon General’s Office, are 
provided for instruction and ori- 
entation of functional personnel, 
i.e., the worker. 


THE FLUID STAFF 


Walter Reed and other large 
Army hospitals have always func- 
tioned as teaching institutions, for 
they prepare both professional 
personnel (doctors and nurses) 
and nonprofessional personnel 
(corpsmen) for general duty as- 
signments in small medical instal- 
lations. Consequently, when the 
military patient load increases, the 
training or teaching programs ex- 
pand. Housekeeping details, rec- 
ords, administration and personnel 
problems increase. 

The military hospital obviously 
is unable to fill immediate person- 
nel requirements from professional 
registries and through competi- 
tive bidding in an open labor mar- 


Major General Streit is the Commanding 
General of the Army Medical Center, 
Washington, D. C. 
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ket. The current international sit- 
uation well illustrates one of the 
major personnel “headaches” in 
military hospital management— 
the fluid staff. For instance, some 
of our doctors, nurses and corps- 
men were transferred either to 
overseas stations or as relief to 
other stations which had provided 
filler personnel for deployed units. 

Provision must be made for al- 
ternates to replace specialists or 
nonspecialists lost through trans- 
fer, illness, death, retirement or 
resignation from the military ser- 
vice. It may be weeks or months 
before a suitable replacement is 
secured either by transfer or train- 
ing. Meeting the deficit while 
maintaining a superior medical 
service is a major problem for all 
military hospital commanders. 

Further, federal employees. mil- 
itary or civilian, are entitled by 
law to annual leave; in their ab- 
sence their duties must be assumed 
by other personnel. This is not 
a highly personal or courtesy ar- 
rangement as between physicians 
in civil life. Responsibility for 
“covering” a service is a serious 
matter to the military hospital 
commander, for in the last analysis 
he is accountable to higher author- 
ity and to the public for satisfac- 
tory patient care. 

Frequent moves are required of 
service personnel, and these moves 
or transfers create management 


This is the second installment of 
three articles on the management 
problems in a military hospital. 








problems peculiar to the armed 
forces. In the three-month period 
ending July 1950, 350 professional 
staff members—doctors, dentists, 
veterinarians and nurses—were re. 
placed at the Army Medical Cen- 
ter. As stated, the replacement 
factor creates a tremendous prob- 
lem in records administration. It 
involves certain humanitarian re- 
sponsibilities which cannot be del- 
egated to my assistants. These 
newcomers are often strangers in 
the city; some are new in the 
Army. They must be introduced 
and amalgamated with their own 
and other professional groups. The 
ability to do teamwork is a mark 
of satisfactory adjustment. We en- 
courage it at every organizational 
level. 

Of particular importance is the 
housing shortage. Newcomers must 
be housed on the military reserva- 
tion or assisted in finding civilian 
housing. Above all, they must be 
kept happy, for morale and effi- 
ciency go hand and hand. 


TRAINING PROGRAMS 


Command responsibility for non- 
professional military personnel in- 
volves similar problems. Exact ad- 
herence to military occupation 
specialties is less important in as- 
signing this group because fewer 
medical skills are involved. Never- 
theless, training is continuous in 
all personnel categories from ward 
attendant to qualified technician. 
Army-sponsored information and 
education programs must be fol- 
lowed in addition to our own 
in-service (medical) training pro- 
grams. Some sstrictly military 
training is necessary. Further, all 
in-service training programs must 
be discharged without adverse ef- 
fect on our primary responsibility 
—patient care. 

Civilian personnel administra- 
tion, for our third group of em- 
ployees, creates peculiar problems 
of its own; for some there seems to 
be no specific cure. We employ as 
civilians some physicians, and on 
bacteriologists, 


occasion, nurses, 
entomologists, laboratory techni- 
cians, librarians, instructors 1 


lip reading, carpenters, painters, 
plumbers, mechanics and even in- 
sect exterminator “specialists.” 
The ratio of civilian to military 
personnel is established by De- 
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partment of the Army policies. The 
ratio changes, sometimes with 
little warning, and it may be nec- 
essary to release excellent employ- 
ees. Similarly the military situa- 
tion may change suddenly and we 
are again in the recruiting market 
for the same skilled categories re- 
cently released. Morale and secur- 
ity are as important to one worker 
as to another, regardless of 
whether he is in uniform. Both 
are affected by an unstable em- 
ployment situation. There is the 
question of wage scales which, for 
civilians, are fixed by the Civil 
Service Commission but vary with 
the geographic area. In periods of 
labor shortages, private enterprise 
adjusts to changing economic con- 
ditions more rapidly than the fed- 
eral agencies, with the result that 
our technically trained employees 
can secure better pay than we can 
provide or legitimately promise to 
provide. ; 

Other factors complicate the use 
of this group which, like military 
personnel, has specific regulations 
covering leave, retirement and 
discharge. Civilians work a re- 
stricted 40-hour week which can 
be changed only by higher author- 
ity. This requires a night differ- 
ential pay for work performed af- 
ter 6 p.m. Some workers object 
to week-end employment, regard- 
less of the fact that a hospital 
service operates on a ’round the 
clock basis. 


CIVILIAN PERSONNEL 


Definite restrictions govern the 
employment and discharge of ci- 
vilian personnel, but in the latter 
case they are so complicated that 
it is often difficult to clear a fed- 
eral institution of unsuitable or 
unsatisfactory employees. Further, 
since veterans’ preference ratings 
rather than strictly competitive 
scores may influence federal em- 
ployment, it is inevitable that some 
individuals of limited ability must 
be employed. 

Training or retraining of sub- 
standard personnel engaged be- 
cause of rights and privileges 
rather than special skills creates 
additional problems. These people 
must be made to fit the needs of 
the service, not the service to 
them. Reschooling may appear 
costlier in time and effort than is 
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justified by the requirements of 
semi-skilled positions, but we have 
little opportunity to prove this 
point. 

There are always many intan- 
gibles which influence all human 
relations, and hospital personnel, 
representing a high degree of spe- 
cialization, are not exempt from 
the rule. Many of the intangibles 
can be identified and proper ad- 
justments made, especially in the 
small staff. This is, of course, more 
difficult in an organization such as 
the Army Medical Center, which 
averaged in July of last year, 1,950 
military duty personnel, 1,877 pa- 
tients and 1,660 civilian employ- 
ees. Obviously, unless a constant 
and vigilant search is made for 
focal points of trouble, maladjust- 
ment or malassignment can easily 
become major: crises influencing 
the work situation. 


THE PROFESSIONAL GROUP 


Doctors, dentists, veterinarians 
and nurses are graduates of pro- 
fessional schools prior to accept- 
ance in the Army. Professional 
workers, as we all know, are 
highly individualistic. On the 
whole, newly commissioned offi- 
cers find military life most satis- 
factory, and they willingly adjust 
to our group activities. Neverthe- 
less, they expect to use their spe- 
cial skills to the highest degree. 
The professional employee who 
feels wholly compensated by his 
salary is unusual. Therefore, rec- 
ognition of ability is an influential 
factor in job satisfaction and in 
personal adjustment. Military hos- 
pital commanders have a distinct 
obligation in this respect; and 
creating and interpreting the work 
situation is a never-ending re- 
sponsibility, for without judicial 
consideration of each newcomer as 
an individual—professional prep- 
aration, professional potential and 
personality — and the constant 
awareness of the general needs of 
the military medical service, the 
individual and the Army are both 
losers. 


PERSONNEL EVALUATION 


Obviously, therefore, personnel 
evaluation is a continuous process. 
As stated, one of our principal 
problems results from the fluidity 
of the staff. On the other hand, the 













fluid nature of army life may ad- 
versely affect the individual. Per. 
sonnel files, called ‘201” files, and 
efficiency reports are maintained 
on all military and civilian per- 
sonnel and are transferred to other 
organizations with the individual. 
These records influence their en- 
tire career as public servants. 
Management, or command author- 
ity, must give serious thought to 
evaluation of the official records of 
federal employees. 

Discontented personnel, a poor 
achievement record or a reduced 
output of work challenges the effi- 
ciency of management. Absolute 
failure is, in my opinion, impos- 
sible for qualified, normal indi- 
viduals. Reassignment, retraining 
or mere encouragement from in- 
terested supervisors can relieve 
many “‘personnel headaches” at the 
working level. Failure to effect a 
cure at this level places a triple 
burden on the hospital manager 
for he then must consider not only 
the individual and the effectiveness 
of his own administrative staff but 
also the proper disposition of the 
case in terms of the government 
investment. 


THE MILITARY PATIENT 


The mobility of army life, with 
its frequent transfers, the wearing 
of a uniform and the assumption 
that military affiliation will endure 
for 30 years of adult life, tend to 
bind army personnel together. In 
addition to the esprit manifest in 
so many technical groups, there is 
a service esprit which exceeds or- 
ganizational limits. When hos- 
pitalized, the military patient is 
still in a familiar environment. He 
identifies his doctors, nurses and 
attendants with his own mode of 
life. Some of them may have 
served with him at other stations; 
they may have mutual service 
friends. The hospital life is not, 
therefore, an entirely unfamiliar 
situation, as it might be for some 
civilians. 

Similarly, the hospital manager 
is one of their own. He may repre- 
sent the paternalism of command 
and the professionalism of the doc- 
tor, but he is still a man in uni- 
form, one who understands the 
in-service problems and the social 
background of both patients and 
staff. 
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Tuberculosis 


contrast in 


LEOPOLD BRAHDY, M.D. 


HE CITY OF NEW YORK re- 
Tr cently completed miles of 
tunnel to bring to the city a new 
supply of water from the Delaware 
River watershed. Much of this tun- 
nel is through granite silica rock 
a quarter of a mile or more below 
the ground surface. Thousands of 
men were engaged in the work of 
drilling, blasting, digging and load- 
ing to accomplish this enormous 
task. 

Twenty years ago, such a tunnel 
would have meant that the health 
of scores of men would have been 
permanently ruined by silicosis 
because the inhalation of silica 
dust was unavoidable. 

Yet, not a single case of silicosis 
developed. Why? Because steps 
were taken to avoid it. The air 
at every working place was fre- 
quently analyzed to determine the 
silica content, which was never 
permitted to approach the danger 
point. Running water was used to 
keep the dust damp and prevent 
it from circulating. Other safety 
steps were taken. 


A CONTRAST 


Annually thousands of girls ap- 
ply for admission to nurses’ train- 
ing schools in hospitals. They 
undergo meticulous medical ex- 
amination, including x-ray exam- 
ination of the lungs. Evidence or 
suspicion of any active disease 
means rejection. During their 
training, these girls receive excel- 
lent personal medical care. Most 
of them are in better health when 
they complete the course than 





Dr. Brahdy, a fellow of the American 
Medical Association and a member of the 
American College of Chest Physicians, spe- 
_— in industrial practice in New York 

ity. 
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and silicosis—a 


disease control 


when they began it. Most, but not 
all. 

A few of them will be found 
to be ill with tuberculosis, which 
they acquired from patients in the 
hospitals where they were trained. 
They go to tuberculosis sanatoria 
and spend years trying to recover 
from the infection. Most do re- 
cover, but every year a few die 
of tuberculosis. 


AN OCCUPATIONAL DISEASE 


When a nurse contracts tubercu- 
losis from patients it is called 
occupational tuberculosis, in view 
of the fact that she acquired it 
because of her .occupation. It is 


an occupational disease, just as. 


silicosis acquired by a miner’s in- 
haling silica dust in the mine is 
an occupational disease. 

Today many of our states have 
laws requiring employers to install 
safeguards to decrease the hazard 
of silica dust contamination of the 
air. Federal and some state agen- 
cies inspect mines and_ under- 
ground construction to see that 
preventive methods function prop- 
erly. 

Workmen’s compensation laws 
in most states require that the 
employer pay for medical care and 
also pay the worker part of his 
wages if he is disabled by silicosis. 
Government physicians and engi- 
neers inspect work places to deter- 
mine whether all required pre- 
cautions against silica dust are 
being taken, and these government 
inspectors are welcomed by both 
employers and workers. Periodic 
chest x-ray examinations are con- 
sidered essential. 


What about tuberculosis’ in 














nurses? The facts have been 
known for years, but too few hos- 
pitals publish clinical studies on 
the incidence and the conditions 
under which the disease occurs 
among their own nurses. None of 
our states have laws requiring 
hospitals to use tested methods 
for decreasing the incidence. In 
only one-third of our states do 
workmen’s compensation laws re- 
quire the employing hospital to 
pay nurses part of their wages as 
long as they are disabled by oc- 
cupational tuberculosis and to pay 
for their sanatorium care. In these 
states alone, in the past decade, 
occupational tuberculosis has cost 
hospitals millions of dollars. 

It is strange that occupational 
tuberculosis of nurses should have 
received so much less attention 
than silicosis in miners and other 
underground workers. Like sili- 
cosis, tuberculosis places a heavy 
burden on both employer and em- 
ployee. Silicosis is a burden for 
two parties: The employee who is 
afflicted and the employer who 
pays the cost. Tuberculosis in a 
nurse is not only a burden to the 
nurse and to the hospital but it 
is also a threat to the patients ad- 
mitted to the hospital. Tubercu- 
losis is an occupational disease 
which endangers the health and 
life of the public at the moment 
when they are unfortunate enough 
to require hospital care for some 
other condition. 


CHARACTERISTIC TRIAD 


The early stage of communicable 
tuberculosis commonly is charac- 
terized by this triad: 

1. The patient is in his usual 
good health; no symptoms. 

2. Careful physical examination 
shows no suspicious abnormalities; 
no physical signs. 

3. A single chest x-ray examin- 
ation shows an abnormality which 
leads to prompt diagnosis. 

In this triad, only the x-ray is 
positive. If the x-ray is not done, 
neither patient nor physician will 
be aware of the tuberculosis. There 
are a few people with communi- 
cable tuberculosis in this early 
stage in every large group of peo- 
ple. There are a few of them 
among the millions of patients 
annually admitted to our general 
hospitals because of hernia or ap- 
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nough 

some 


TRIAD USE OF NEW SWEETENER New calorie-saving recipes which wili add zest to your special-diet menus 


are contained in a new booklet made available for dietetic use by Abbott 
icable REDUCES WASTE Laboratories. The recipes exclude sugar without sacrificing the desired sweet- 


narac- ness by using Abbott’s new non-caloric sweetener, SUCARYL® Sodium. 


FROM UNTOUCHED MEALS SUCARYL stays sweet in all cooking, baking and canning processes, leaves no 


usual bitter after-taste in ordinary use. 


With these recipes, hospital menus for diabetics and obese patients can 
now have all the appetizing flavor and sweetness such patients crave. For you, 
this means less waste from untouched meals, less food handling, better patient 
cooperation. The recipe booklet covers a variety of foods from cooked vege- 
tables to baked and frozen desserts. All recipes have been kitchen tested, and 
each lists the protein, fat, carbohydrate and calorie content per serving. If 
you would like a free copy, see your Abbott Representative or drop a card 
to Abbott Laboratories, North Chicago, Illinois. 
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SUCARYL is now supplied in both tablet and liquid forms. SUCARYL Sodium 
tablets dissolve rapidly in beverages, can be crushed for mixing in recipes, 
sprinkling on fruit or cereal. They are supplied in economical bottles of 1000 
tablets, as well as in small, handy-to-carry bottles of 100° for individual use 
after the patient leaves your care. The sodium content of 8 tablets is 173 mg. 
SUCARYL Sodium Sweetening Solution, especially convenient for hospital use, 
is supplied in 4-fluidounce bottles with caps designed for sprinkling or pouring. 
®Cyclamate, Abbott. 


PITALS MARCH 1951, VOL. 25 























































pendicitis or kidney disease or a 
fracture. In most of our hospitals, 
no chest x-ray is taken unless the 
patient has symptoms or signs in- 
dicating a lung disease. Therefore 
the nurses, interns and other hos- 
pital personnel are not aware 
when they are dealing with a 
patient with communicable tuber- 
culosis. It is in this way that these 
workers become infected by pa- 
tients. 


STEPS TOWARD ELIMINATION 


The incidence of occupational 
tuberculosis among nurses in gen- 
eral hospitals can be decreased and 
eventually eliminated. To achieve 
this, the first essential steps are: 

1. Every nurse and other hos- 
pital employee must have a pre- 
employment chest x-ray and a 
tuberculin test, followed by peri- 
odic re-examinations. 

2. Every patient must have a 
chest x-ray at the time of admis- 
sion to the hospital. The x-ray 
will lead to the prompt discovery 
of patients who have communi- 
cable tuberculosis. These must be 
placed in a special section of the 
hospital or else their rooms 
marked so that all nurses and at- 
tendants are aware that special 
precautions are necessary with 
these patients. 

These first steps are the essential 
foundation for all other proce- 
dures, and by themselves they will 
go far toward decreasing the 
hazard. There is general agree- 
ment on the need for these meas- 
ures and their feasibility in every 
general hospital. They may not do 
a complete job. Additional meas- 
ures may be required, and these 
must be adapted to conditions in 
each institution. 

Some hospitals which do not 
take a chest x-ray of every patient 
adhere to the archaic rule of never 
admitting a patient known to have 
tuberculosis. Admitting a patient 
known to have tuberculosis is a 
minor hazard compared to doing 
nothing to discover the unknown 
cases. 

Hospitals should admit patients 
known to have tuberculosis and 
seek out the unknown cases of tu- 
berculosis among the other pa- 
tients they admit. They will then 
be able to take the precautions 
which effectively decrease the 
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occupational tuberculosis hazard 
among their personnel. 

The additional measures that 
may be required beyond these 
first steps are chiefly those to be 
applied in the tuberculosis ward 
or section and for individual tu- 
berculous patients. The most im- 
portant requirements are: Strict- 
est cleanliness; aseptic technique 
in handling patients’ sputa and 
everything which may have con- 
tact with sputum droplets in the 
air; -dust control by personnel 
training, by chemical and by me- 
chanical means; air sterilization by 
radiation or chemicals or ventila- 
tion or an effective combination 
of these. 

Some mine owners and other 
employers once denied the exist- 
ence of silicosis among their work- 
ers and obstructed investigations 
into the conditions under which 
the disease occurs. Allegations 
were made that this lung condi- 
tion was really a form of tubercu- 
losis or that it was due to “natural 
causes” or a result of alcoholism 
or that it was due to the worker’s 
carelessness. The contention that 
the disease was due solely to sil- 
ica dust was called a figment of 
the imagination. 

When the facts were established 
and acknowledged, enlightened 
self-interest impelled employers to 
use all methods of preventing sil- 
icosis even though these methods 
were costly and not completely 
effective. 


RESEARCH NECESSARY 


Research was essential to find 
better methods of controlling sil- 
ica dust. Government agencies, 
employers, medical and engineer- 
ing groups devoted years to such 
research. Preventing silica dust 
from getting into the air seemed 
at one time impossible but prog- 
ress was made. 

Similarly, more progress must 
be made toward elimination of oc- 
cupational tuberculosis in hospital 
employees. 

Tuberculosis vaccination of cer- 
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The Medical Review department is 
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tain groups of nurses may piove 
to be: helpful, but when used alone 
it is of minimal value. Vaccination 
is the easiest and the least expen- 
sive of the various control meth- 
ods, but the use of vaccination 
when the other measures are neg- 
lected is bound to result in 
failure. Tuberculosis vaccination 
should not be used for nurses ex- 
cept together with intensive use 
of all other methods. 

The easy parts of the “aseptic 
technique” such as wearing masks 
and washing hands are used in 
some institutions, but these, like- 
wise, are of little value without 
the simultaneous use of other pro- 
cedures. Half-measures create a 
false security which increases the 
hazard of infection instead of de- 
creasing it. Occupational tubercu- 
losis continues because inadequate 
preventive methods are used be- 
cause they cost little, while we 
postpone the use of effective meth- 
ods on account of the higher initial 
cost. 


TOLL OF TUBERCULOSIS 


Occupational tuberculosis con- 
tinues to undermine the health and 
take a toll of our young nurses, 
interns and other hospital work- 
ers. It continues to be a heavy fi- 
nancial burden on hospitals. Too 
few institutions test various pro- 
cedures under working conditons. 
There is insufficient research to 
improve the methods now avail- 
able and to find newer methods 
applicable to unusual conditions. 
A few hospitals have successfully 
decreased or eliminated occupa- 
tional tuberculosis among their 
nurses and other personnel. It can 
be done in every hospital. 

If contractors for tunnel con- 
struction can eliminate their in- 
dustrial diseases, then no less is to 
be expected from hospital manage- 
ment. The hospital owes that to 
its employees, to its patients and 
to those who finance it. The func- 
tion of a hospital is the conserva- 
tion of the health of its patients. 
It is deplorable that in helping its 
patients in one way (by curing 
the disease for which they were 
admitted) ,the hospital fails to pro- 
tect them inside the hospital from 
the danger of acquiring a tubercu- 
losis infection from its own per- 
sonnel. 
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Fire hazard check list based 


upon state-wide survey 


ROY HUDENBURG 


LL REGISTERED hospitals in Mis- 
A souri have now been inspected 
under the National Board of Fire 
Underwriters hospital inspection 
program. Reports on fire vulner- 
ability have been issued under this 
program to 171 hospitals compris- 
ing 619 buildings by the Missouri 
Inspection Bureau, which directed 
the program in the state. Paul W. 
Terry, general manager of the bu- 
reau, has kept a careful compila- 
tion of all fire hazards uncovered 
by his inspectors, reproduced on 
this and the following page. 

The fire hazards range in sever- 
ity from extremely minor hazards 
to others so severe that they can 
be attributed to ignorance of all 
ordinary safety precautions. 

These particularly extreme haz- 
ards were reported in just two in- 
stances, and these, providentially, 
involved living quarters rather 
than patient areas. They consisted 
of the maintenance of personnel 
accommodations in combustible 
buildings provided with inadequate 
egress facilities and located over 
shop areas, which are considered 
to be areas of particular hazard. 

How some of these conditions 
could have been created is difficult 
to comprehend, as for instance the 
two situations in which the in- 
spectors found combustible stair- 
ways in otherwise fire-resistant 
buildings. Some items were par- 
ticularly easy to cure, such as the 
two instances in which it was found 
that excess automobile parking in- 
terfered with the possible approach 
of the fire department apparatus. 
Other recommendations called for 


tine 


ao: Hudenburg is secretary of the Amer- 
ll Hospital Association’s Council on 
Ospital Planning and Plant Operation. 
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substantial remodeling, as for in- 
stance, the 166 hospitals which 
were advised to provide proper 
enclosures for stairways or ele- 
vators. In some cases the construc- 
tion would entail the entire build- 
ing of stairway enclosures, while 
in others only the addition of fire- 
proof doors would be necessitated. 

In all but seven of the 171 hos- 
pitals inspected, either there was 
no evacuation plan, or the plan 
was incomplete, or hospital per- 
sonnel had not been drilled in 
steps to take in the event of fire. 

Fortunately, while the develop- 
ment and administration of an 
evacuation program is a time-con- 
suming addition to the administra- 
tor’s other chores, it does not 
involve the investment of extra- 
budgetary funds. 

Some of the hazards were par- 
ticularly prevalent and consisted 
of conditions that added highly to 
the dangers of fire origin or rapid 
fire spread, as, for instance, the 39 
hospitals in which highly volatile 
combustible substances were either 
improperly used or improperly 
stored, and the six hospitals found 
with oil-soaked wooden floors. 

This description only highlights 
the listings provided below, which 
may be carefully studied in the 
nature of a check list and in which 
the type of hazard is fairly self- 
explanatory. The over-all findings, 
of course, must be studied in the 
light of the wide variety of hos- 
pital facilities contained in the 
state, including the state mental in- 
stitutions. And consideration must 
be given to sub-standard rural fa- 
cilities awaiting replacement with 
Hill-Burton construction, as well 
as to large and up-to-date hos- 


pital structures in metropolitan 
areas. 

Following is a list of some of 
the hazards found in the 171 hos- 
pitals inspected in Missouri, ar- 
ranged according to frequency of 
occurrence. Percentage figures in- 
dicate the percentage of the 171 
hospitals in which each hazard was 
found to exist. A percentage figure 
of 95, for example, indicates that 
a hazard was found in 95 per cent 
of the 171 hospitals inspected. 


Stairways and/or elevators not 
properly enclosed, including non- 
standard doors. 

No evacuation plan, or evacuation 
plan incomplete or not drilled. 

No emergency alarm system, or 
present alarm system inadequate or 
incomplete. 

Electrical defects, including over- 
fusing, improper use of portable 
cords, defective or broken fixtures, no 
pilot lights, equipment not properly 
grounded, wiring not properly sup- 
ported, and other miscellaneous 
defects. 

No emergency electrical power sys- 
tem, or present system inadequate or 
improperly arranged. 

Operating room construction, 
equipment and practices not in con- 
formity with standards. 

Oxygen and/or nitrous oxide im- 
properly stored or used. 

First-aid fire appliances, including 
standpipe and hose systems, insuffi- 
cient or improperly maintained or 
installed. 

Exit doors open inward and/or 
locked. 

Adequate exit lights and signs not 
provided. 

Improper enclosures and/or im- 
proper doors or other nonstandard 
enclosure features of chutes, dumb 
waiters, waste and linen chutes. 

Automatic sprinklers not provided 
at top of chute. 

Egress facilities inadequate. 


Flammable liquids improperly used 
and/or stored. 

X-ray room apparently not prop- 
erly lead shielded. 

Long corridors or undivided areas 
without smoke-stop partitions or pro- 
vided with nonstandard or ineffective 
smoke-stop partitions. 

Combustile anesthetic agents im- 
properly stored or used. 

Vent hoods and duct systems for 
kitchen cooking equipment not pro- 
vided or not properly arranged. 

Major portion of hospital requir- 
ing automatic sprinkler protection 
because of height and/or size of 
building. 

Boiler or furnace rooms not ade- 
quately cut off, where size of build- 
ing requires such cut-offs. 






































































































Repair, service and maintenance 
shop areas not properly cut off or 
sprinklered, 


Hand rails and/or guard rails not 
provided where needed. 


Combustible draperies and/or cur- 
tains not properly flameproofed. 

Poor housekeeping conditions in 
any portion of the building. 


Combustible acoustical material. 

Exitways blocked or otherwise ob- 
structed to prevent egress. 

Room doors and/or corridor doors 
or other openings not wide enough 
to permit passage of a bed. 

Furnace, boiler, heating, cooking, 
or smokepipe and vent pipe clear- 
ances not standard. 

Standard metal containers not 
provided for oily rags, waste and/or 
oily mops. 

Improper use and/or storage of 
highly volatile combustibles. 

Bunsen burner and other portable 
gas devices not equipped with shut- 
off valves, and/or set on combustible 
bases and/or having supply hose in 
poor condition. 

Storage of combustible material on 
or under stairway. 

Windows opening onto external 
fire escapes not properly protected, 
where building construction will re- 
quire such protection. 

X-ray equipment not properly in- 
stalled and/or grounded. 

Smoking in unsafe locations. 


Combustible sections of buildings 
used for storage or housing purposes 
requiring automatic sprinkler protec- 
tion. 

Boiler and/or other pressure ves- 
sels not regularly inspected by com- 
petent inspectors. 

Fire department not familiar with 
hospital. 

Oil supply for boilers, furnaces or 
engines not properly arranged. 

Air-conditioning system or fan sys- 
tem not provided with - adequate 
shut-off control. 

Adequate guards not provided for 
machinery or steam pipes. 

Improper storage of safety-type 
x-ray film. 

Tunnels communicating between 
sections of the premises not provided 
with effective smoke barriers. 

Locked room doors or corridor 
doors without adequate keys available 
(in mental institutions or sections 
only). 

Nonstandard clearance from laun- 
dry drying tumblers or drying vent 
pipes. 

No one on duty at all times who 
is familiar with the light and power 
system. 

Incinerators improperly constructed 
or located. 

Ventilating duct terminating in 
combustible attic or roof spaces. 
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Broken ceiling or other concealed 


spaces (does not include shaft or 


chute communication). 9% 
Miscellaneous unprotected vertical 

openings other than stairways, eleva- 

tors and chutes (does not include 

broken ceilings). 9%, 
Fire escapes not extending to 

ground. 8% 
Ammonia, or other toxic, refrigera- 

tion equipment not contained in gas- 

tight rooms, when located in institu- 

tional buildings. 8% 
Liquefied petroleum gas systems 

not properly installed. 6% 
Heavy external exposure. 6% 
Various elevator deficiencies, in- 

cluding lack of interlocks, pitted con- 

tacts on controllers, incomplete car 

enclosures, worn cables. 6% 
Gas burning devices not properly 

vented. 6% 
Elevator machinery room not prop- 

erly cut off, b% 
Machinery interlocks not provided 

as needed. 6% 
Nonstandard lint traps or no lint 

traps. 5% 
Air-conditioning ducts not provided 

with shutters or fire doors where 

passing through fire walls or fire- 

resistive floors. 5% 
Large-scale laundry areas not cut off 

from the remainder of the building. 4% 
Oil-soaked wood floors. 4% 
Waste paper, trash and refuse 

burned in open yard without ade- 

quate safeguard. 4% 
Suitable gas masks not provided 

where toxic refrigerants are used. 4%, 
Nonstandard transformer vault. 

Both general electrical supply trans- 

formers. 4%, 
Nonstandard motion picture booth 

for projection of nitro-cellulose film. 4% 
Clinkers and/or ashes placed in 

wood containers, against wood parti- 

tions or doors. 3% 
Gas supply piping not properly 

installed. 87% 
Poor repair of buildings used to 

house mental patients. 8% 
General use of  strike-anywhere 

matches. 3% 
Insufficient gas shut-off valve. 27o 
Gas valves and/or regulators cor- 

roded. 2% 
Combustible driers in laundry. 2% 
Wood shingle roof on hospital or 

auxiliary building. 29; 
Cracked chimney. Rte 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 











Poison not properly stored. 

Nonstandard storage of nitro-cellu- 
lose x-ray film. 

Windows off the stair landing not 
properly screened to prevent persons 
falling into them. 

Slippery surfacing on ramps. 

Stairways do not discharge directly 
to outside. 

Worn stair treads. 

Boilers not equipped with standard 
safety features. 

Bituminous coal, in large quanti- 
ties, not properly stored. 

Nonstandard clearance from steam 
lines. 


Combustible air-conditioning ducts. 


Steam or heating pipes and/or 
radiators used for direct drying of 
combustible material. 

Excess auto parking interfering with 
possible fire department approach. 

Unscreened areaways. 

Automatic detection system pro- 
vided but complete coverage not 
presently installed. 

Nonstandard location of gas me- 
ters and/or regulators. 

Ordinary glass skylights. 

Glass transoms over exit doors. 

Ramps not curbed. 

Combustible stairways in fire-resis- 
tive buildings. 

Metallic tubing on refrigerating 
equipment subject to mechanical in- 
jury. 

Deficient water supply to private 
yard hydrants. 

Kerosene lamps and candles used 
for emergency lighting. 

Living quarters, with inadequate 
egress facilities, located over shop 
areas in combustible buildings 

Old style fire-resistive construction 
having large amounts of combustible 
interior partitions and finish, requir- 
ing automatic sprinkler protection. 

Natural gas supply not odorized. 

Combustible storage in yard areas 
adjoining hospitals. 

Large frame dome not easily ac- 
cessible for fire-fighting purposes. 

Attic areas open to the outside 
with accumulations of rubbish appar- 
ently brought in by birds. 

Home-made combustible dust mop 
cleaning machine. 

Remove revolving type exit door. 

Remove rolling type fire door on 
exitways. 

Sorting and baling of trash in hos- 
pital building. 

Storage of automobiles in hospital 
buildings 

Automatic features of fire doors 
not properly installed. 

Wooden clothes 
employees. 


lockers for 





*Indicates less than 1%. 


1% 
1% 
1% 
1% 
1% 
1% 
1% 
1% 
1% 
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weatherstripped 


ALUMINUM 


AWNING WINDOWS 


Insist on the window that eliminates drafts by 
scooping air in and upward...that reduces air 
infiltration to a minimum by a closure ten times 
as tight as the generally accepted standards for 
casement and projected windows. AUTO-LOK 
windows are adaptable to all types of buildings 
under all climatic conditions. 


ONLY AUTO-LOK GIVES YOU ALL 
THESE ADVANTAGES 


Air infiltration reduced 
to a minimum -- only 
0.095 cfm per foot. 


Distinctive beauty. 


No drafts -- air scooped 
in and upward. 


Removable inside 
screens and storm sash. 


Lower fuel bills. 
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Drafts from Windows Bother Patients 
...and may retard recovery! 


Whether they merely annoy the patient, or 
threaten him with dangerous respira- 
tory complications, drafts certainly 

should be avoided in hospitals. 

And it’s so easy to do! 









































Maintenance costs at 
a minimum. 








Easily operated. 
Cleaned from inside. 


Sealed protection 
against storms. 


100% ventilation, even 
on rainy days. 


refrigerator 


Consult SWEET’S — write for free folder 
“WHAT IS IMPORTANT IN A WINDOW?” 


and detailed report on air infiltration test 
by Pittsburgh Testing Laboratory 


Please address Dept. HO-3 


LU DBMAN 


CORPORATION 
P.O. Box 4541 Miami, Florida 
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Oxygen piping standard 


Eh THE GUIDANCE of hospitals 
undertaking the installation of 
oxygen piping systems, a national 
standard will shortly be available. 
This standard is being developed 
by the Hospital Operating Rooms 
Committee of the National Fire 
Protection Association. 


Hospitals have been represented 
on this committee by George Buck 
of the University of Maryland 
Hospital, Baltimore, and by the 
secretary of the American Hospital 
Association’s Council on Hospital 
Planning and Plant Operation. 
Excellent guidance has been pro- 
vided from the medical stand- 
point by such outstanding author- 
ities as Dr. Ralph Tovell, anes- 
thesiologist of Hartford (Conn.) 
Hospital; Dr. Carl W. Walter, of 
Peter Bent Brigham Hospital, Bos- 
ton, and the Harvard Medical 
School; and Howard Carter, secre- 
tary of the Council on Physical 
Medicine of the American Medical 
Association. 

The standard is badly needed, 
inasmuch as there has not hereto- 
fore been a source of adequate 
guidance for good piping practices 


except that furnished individually 


by the engineering departments of 
the various oxygen manufacturers. 


As this column is being written, 
the standard appears to be in final 
draft form and has been approved 
for submission for a final vote by 
both the Hospital Operating Rooms 
Committee and the Committee on 
Gases, also of the National Fire 
Protection Association. Approval 
by these two bodies will open the 
way for a mail vote by the board 
of directors of the National Fire 
Protection Association, authorized 
at that association’s annual meeting 
in 1949. 


Electrical tape 


Hospital electricians and engi- 
neers doing electrical work should 
know about a new electrical tape 
being manufactured by one of the 
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principal adhesive manufacturers. 

This is an insulating plastic tape 
with an applied adhesive so that 
this one tape does the work of both 
the electricians’ rubber tape and 
friction tape (MrE-1).* The tape 
is reported to have a dielectric 
strength of more than 7,000 volts 
and carries the seal of the Under- 
writers’ Laboratories. 

The advantage of the tape is that 
it not only saves time but also takes 
up much less room when used in 
a crowded junction box. 

Other uses for this tape will 
present themselves, as, for instance, 
the securing of thin rubber mats 
to marble or terrazzo floors to pre- 
vent their slipping. 


Nonflammable chemicals 


Automatic devices for the proc- 
essing of tissues in the laboratory 
have been reported to the Safety 
Committee as a fire hazard when 
used with highly flammable re- 
agents. One answer to this prob- 
lem has been the development, by 
an equipment manufacturer, of 
chemicals for tissue processing that 
are either nonflammable or have a 
satisfactorily high flash point. The 
manufacturer has informed the 
Council on Hospital Planning and 
Plant Operation that Underwriters’ 
Laboratories have now approved 
this equipment for use with the 
aqueous and high flash point sol- 
vents recommended by the manu- 
facturer. 


Incubator fire hazards 


Infant incubators, when improp- 
erly constructed, involve substan- 
tial fire hazards. The easy way to 
recognize a fire-safe incubator is 
by the label issued by Under- 
writers’ Laboratories, Inc. The 
U. L. label testifies that the equip- 
ment design has been tested for 
fire safety when oxygen is being 
administered. 

The problem of the incubator 
and the heated crib in the delivery 
room is raised in view of National 
Fire Protection Association re- 








quirements for explosion-»roof 
electrical equipment in anesthetis- 
ing locations. Although we cannot 
find at this time, any incubators 
approved by the Underwriters’ 
Laboratories for use in hazardous 
atmospheres, and we cannot as yet 
find an incubator approved as ex- 
plosion-proof, there is a definite 
need for such equipment, and the 
1951 edition of the National Fire 
Protection Association publication 
on hospital operating rooms pre- 
cautions will specifically mention 
non-explosion-proof infant cribs 
and incubators as a hazard when 
introduced into the delivery room 
or other hazardous locations. 


Smoking near oxygen tents 


One of the problems that the 
American Hospital Association’s 
Safety Committee has been consid- 
ering is that of smoking by other 
patients in a room where an oxy- 
gen tent is being used. 

Actually, of course, there is no 
direct hazard if a patient in an 
adjoining bed smokes, but there 
appears to be several indirect haz- 
ards. First of all, it presents a 
problem of visitors smoking, and 
obviously the visitors of a patient 
receiving oxygen in a tent should 
not smoke. Second, such smoking 
will whet the appetite of the pa- 
tient in the tent for a cigaret, and 
sneak smokes have been known to 
cause fatal oxygen tent fires. 

Another problem ties in with the 
question of the ignition by static 
electricity of cotton within an oxy- 
gen tent. Recent Underwriters’ 
Laboratories tests have proved 
that cotton can be ignited by a 
static electrical spark in an oxy- 
gen atmosphere. Research, how- 
ever, is still lacking to show 
whether static will ignite cotton 
in the 50 to 65 per cent concen- 
tration of oxygen to be found in 
the tent. 

The problem of the oxygen tent, 
is a diminishing one, in view of 
the increasing preference of anes- 
thesiologists for the administration 
of therapeutic oxygen by means of 
the mask and the nasal catheter. 
—R.H. 





*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address 4 
quiries to Hospitats, Editorial Department, 
18 E. Division Street, Chicago 10. For ot 
venience, list the code numbers that fo!- 
low the items about which information 
is requested. 
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Hospital corridors are busy places... used 
by doctors, nurses, personnel, patients, and 
visitors ... carrying the traffic of service facilities 
... requiring cleaning and maintenance. All this ac-, 
tivity means noise .. . yet these corridors are in the 
heart of the Quiet Zone... where quiet is essential 
to the comfort of the patients and the efficiency of 
the staff. 


Hospitals all over the country have proved that 
Acousti-Celotex Sound Conditioning shields your 
patients and staff from the routine noise and din of 
busy corridors. Sound absorbing Acousti-Celotex 
tile can be quickly and easily applied on the ceiling 
at moderate cost. No special maintenance is re- 
quired. Repeated painting and washing does not 
interfere with efficiency. 


Cound Conditioning tt a Sound thwreditveni.. 


THE CELOTEX CORPORATION, 
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A072 é 
Acousti-Quiet 
Lotiiiot 


Your local distributor of Acousti-Celotex products will 
help you get the most efficient and attractive instal- 
lation possible. He is a member of the world’s most 
experienced Sound Conditioning organization, thor- 
oughly trained, thoroughly experienced . . . with the 
complete line of top quality materials necessary to 
meet every specification, every requirement, every 
building code. 


FOR A FREE ANALYSIS of your particular noise prob- 
lem, write now for the name of your local distributor 
of Acousti-Celotex products. We will also send you a 
free copy of the informative booklet, ‘“The Quiet 
Hospital” —on request. Address: The Celotex Cor- 
poration, Dept. F-31, 120 S. La Salle St., Chicago 3, 
Ill. In Canada: Dominion Sound Equipments, Ltd., 
Montreal, Quebec. 


Acousn-Cetorex 


U.S. PAT. OFF, 


TRADEMARK REGISTERED 


Sound Conditioning Products 
PRODUCTS FOR EVERY SOUND CONDITIONING PROBLEM 
120 S. LA SALLE ST., CHICAGO 3, ILLINOIS 





Effective fund raising through 


the medium of direct mail 


ee HERE IS ENOUGH wealth in 

America to provide the 
needs of all institutions. Which 
ones will get it most easily and in 
the greatest amount depends on 
you!” 

With those provocative words, 
Margaret M. Fellows and Stella 
Akulin Koenig end the preface to 
their highly informative book, 
“How to Raise Funds by Mail,”* 
a new edition to the Library of 
the American Hospital Association 
which is of incalculable value to 
every hospital seeking to bolster 
its diminishing finances by direct 
mail appeals to members of the 
community. 

Miss Fellows is the director of 
fund raising and public relations 
for the Children’s Aid Society of 
New York, and her co-author, Miss 
Koenig, is director of fund raising, 
secretary and assistant treasurer of 
the Henry Street Settlement in 
New York. “How to Raise Funds 
by Mail” represents the best of 
their collective experiences, of- 
fered “as a guide ... to anyone 
who is responsible for raising 
funds for any nonprofit organi- 
zation.” 

It may come as a surprise to 
learn that philanthropy is Amer- 
ica’s fourth largest industry. 

Particulary surprising is the fact 
—disclosed in a survey published 
just recently and quoted by the 
authors—that more than half of 
the $3,400,000,000 donated in one 
year was given by persons earn- 
ing less than $5,000 a year. This 
means that every man, woman and 

*How TO RAISE FuNDS By MAIL. 
Margaret M. Fellows and Stella Aku- 


lin Koenig. New York, McGraw-Hill 
Book Co., 1950. 342 p. $4. 


child in any community is a po- 
tential contributor to the hospital. 

Since a large part of this money 
was contributed as a result of ap- 
peals made through the mails, the 
authors point out that the cultiva- 
tion of the small giver is a grow- 
ing business. “How to Raise Funds 
by Mail” shows how the hospital 
can most effectively cut into its 
share of this profitable business. 

Part One of this book, entitled 
“Letters,’’ explains the basic form- 
ula of a good letter. Subsequent 
chapters in this section outline 
ways to get attention in the letter, 
how to address prospects, how to 
reproduce the letter and how to 
choose the best return envelope. 

Part Two concerns itself with 
lists, and the three chapters in 
this section deal with building a 
list, where and when to rent or 
buy lists and how to set up and 
maintain lists. 

Using the mails to best advan- 
tage is the subject of Part Three. 
The title of the section is “How 
to Get the Most Out of the Post- 
office.” : 

Part Four of the book deals with 
testing results of letters while 
Part Five discusses the special let- 
ter and how to write it. This latter 
section, by the way, contains a 
most illuminating chapter on how 
to use the annual report for fund 
raising purposes. 

“Sizing Up Your Job” is the 
title of the final section of the 
book. The concluding chapter, 
“Quick Tricks to Save a Penny,” 
contains pertinent money-saving 
suggestions on the use of a letter 
shop, ordering stationery, printing 
economies and like information. 

“How to Raise Funds by Mail” 


contains countless examples of 
successful fund raising lette:s— 
and excerpts from letters—wriiten 
by such experts in the specia!:zed 
medium as Bruce Barton, Ernest 
Poole and many others, illustri ting 
how warmth, friendliness, appeal 
and urgency can be skillfully in- 
corporated in a “selling” letter, 

If an administrator is doing—or 
planning—any fund raising by 
mail at his hospital, he should be 
sure to read “How to Raise Funds 
by Mail”— it’s a book that’s cer- 
tain to be of considerable help— 
Lynn C. WIMMER. 


Practical nursing 


PRACTICAL NURSING CURRICULUM. Sug- 
gestions for developing a program 
of instruction based upon the anal- 
ysis of Practical Nurse Occupation, 
Federal Security Agency, Office of 
Education, Division of Vocational 
Education, Washington 25, D.C, 
1950. 140 p. 65 cents. 


This curriculum bulletin | pre- 
pared by the National Committee 
on Practical Nursing presents val- 
uable information for hospital ad- 
ministrators and instructors who 
are responsible for organizing and 
conducting practical nurse training 
programs. The bulletin includes 
basic considerations underlying the 
development of the curriculum; a 
suggested program of instruction; 
an outline of the program of in- 
struction; and an appendix listing 
books and periodicals, teaching 
aids, organizations publishing lit- 
erature of importance to practical 
nurses and suggestions for equip- 
ping a school for practical nurse 
training. 

As much of the information in 
this bulletin is based upon a com- 
panion bulletin, “Practical Nurs- 
ing: An Analysis of the Practical 
Nurse Occupation,” published in 
1947 by the Federal Security 
Agency’s Office of Education, Di- 
vision of Vocational Education, it 
would be advisable for readers of 
“Practical Nursing Curriculum” te 
become acquainted with _ this 
earlier publication if they wish to 
use the newer one to the best ad- 
vantage. 

The detailed list of duties that 
the trained practical nurse may be 
expected to perform, included in 
the outline of the program of in- 
structions, Part III, can be recom- 
mended as a good guide for em- 
ployers of trained practical nurses 
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For Advantages Your Surgeons Enjoy. is. 
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Specify 
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We've had surgeons tell us time and again, 
that Rollprufs give them better, more 
(oe) aahie]ac-])(-mar-lale mmo) ae) c-1oid(o]a Mam - 11am (0) al -4-1 ame lale| 
cost less in the long run. That's why 
: 4 idalolei-t-Talel-We) Miales-Jo)]¢-1-r- 11 me)d-1 am dal-moel eal da] 
aching : : specify Rollprufs — because surgeons like 
g lit- : them — insist on them. 
actical : 


FLAT-BANDED CUFFS — exclusive with 
Rollprufs. Stop wrists from rolling down 
during surgery — reduce tearing. 


O10) "1 0). 0 a ot Mem ole) damar-id0l¢-]mt-1¢-> @r-lale, 
neoprene Rollprufs provide extra comfort, are 
less tiring in long wear. 


DURABLE — sheer, to give added sensitivity 
to your surgeons’ fingers, yet tough, Pioneer- 
processed to stand extra sterilizing. More 
glove life for your money! 


PIONEER ROLLPRUFS — of finest natural 
iF) <-> qo] am BJU] cola) au al-te)e)a-lal-am) [-10) 0) 4-1 al) 
Rollprufs of new hospital green for easy 
sorting — are free of dermatitis - causing 


allergen sometimes found in natural rubber. 
RUBBER COMPANY 


: Specify Rollprufs on your next order. Insist 
749 TIFFIN ROAD WILLARD, OHIO aoe res — 
on them from your supplier — or write us. 
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to help them determine how the 
practical nurse may be used best 
in meeting the demands for nurs- 
Ing service with the existing short- 
age of qualified professional nurs- 
ing personnel. 


- Cancer facilities 


CANCER SERVICES AND FACILITIES IN 
THE UNITED STATES. Public Health 
Service. Washington, D. C., Gov- 
ernment Printing Office. 1950. 152 
p. $.35. 

The National Cancer Institute, 
part of the National Institutes of 
Health, has prepared a factual re- 
port of useful information by states 
relating to: Cancer agencies ad- 
ministering the cancer program; 
funds available; number of cancer 
deaths; cancer legislation, and spe- 
cial facilities such as detection 
centers, hospitals, existence of a 
cancer register, tissue diagnostic 
services, cytology test services, 
follow-up services, home nursing 
services, and facilities for care of 
advanced cancer patients. 

The material is up to date and 
provides in one place all of the 
data which heretofore have not 
been available or have been scat- 
tered in different publications. 

A copy of this publication with 
its directory type information will 
help the administrator answer the 
questions that are often asked by 
individuals in the community who 
need information about resources 
in other communities for relatives 
and friends. The report gives a 
complete story of the facilities in 
each state and indicates the extent 
to which these facilities and serv- 
ices are being made available in 
the effort to reduce the cancer 
death rate. 


Nutrition manual 


Foop AND NUTRITION MANUAL FoR IN- 
STITUTIONS. Margaret M. Walsh. 
The Welfare Federation of Cleve- 
land, 1001 Huron Road, Cleveland, 
Ohio. 1950. 190 p. $2. 


This manual is planned to meet 
a need for information in the field 
of food and nutrition, especially 
by the untrained person in charge 
of food service in institutions. The 
author, from her knowledge of the 
food problems in Cleveland insti- 
tutions, including child care 
homes, surfmer camps, nursery 


schools, and hemes for aged, has ° 


incorporated material which from 
experience seems most useful. 
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Emphasis has been placed on keep- 
ing the publication as simple and 
yet as informative as possible. 

Material in the manual, it is rec- 
ognized, has been assembled from 
many well known sources. The 
author has added new information 
and prepared a manual that should 
meet the needs for a source of well 
organized material on food and 
nutrition and operating proce- 
dures for food services. It is the 
most useful manual now available 
for institutions that do not have 
qualified dietitians. 

Dietitian consultants and nutri- 
tionists giving advisory service to 
institutions will wish to promote 
its use as a practical guide and 
ready reference for persons in 
charge of institution food service. 

Each chapter has a short intro- 
duction of pertinent facts written 
to interest the user in what is to 
follow. The first chapter, on menu 
planning, discusses the art of menu 
planning, factors that affect it and 
menu making suggestions. A menu 
pattern and actual menus planned 
for school-age children and for 
homes for aged are included. The 
information in Chapter 2, on mar- 
keting, and Chapter 3, on food 
preparation, if studied and used 
should result (in any hospital or 
institution) in the better control 
of these functions and in establish- 
ing proper procedures of operation, 
and savings. 

Purchasing information on food 
items commonly used in the insti- 
tution provides a guide to the food 
buyer in determining economical 
buys and quantities to purchase. 
Rules for the preparation of prac- 
tically all foods prepared in the 
institution kitchen should be valu- 
able as a constant reference for 
cooks and managers and also as 
a training guide for less experi- 
enced cooks. 

The section on normal food 
needs, except the material on food 
needs for different age groups, is 


Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago |0. The department is edited by 
Helen V. Pruitt, librarian. 








too technical for the average «m- 
ployee. The manual, however, 
would not be complete without a 
discussion of this material. Lists 
are provided of interesting sug- 
gested ways of serving advised 
foods economically, and more than 
200 recipes are included in the 
manual with additional recipes for 
camp cookery. 

Institution food handling cover- 
ing safe food practices is presented 
in a clear concise manner and 
covers all the pertinent informa- 
tion essential in the care of food 
and dishes in the institution. 

The last chapter of the book, on 
equipment and kitchen layout, 
gives approximate ideal minimum 


. equipment set-ups for institutions 


and camps feeding 50, 100 and 
200, including special points to 
check when selecting and purchas- 
ing basic equipment. General in- 
formation on planning the layout 
and equipment covers the various 
areas of food service in the insti- 
tution and includes a brief discus- 
sion of floors, walls, soundproofing, 
lighting and care of equipment. 
A bibliography and a list of source 
material gives suggestions for ob- 
taining further information.—Mar- 
GARET GILLAM. 


Hospital planning 


PROCEEDINGS—-SOUTHERN CONFERENCE 
on HosprraL PLANNING. E. Todd 
Wheeler, editor. Montgomery, Ala., 
Morland G. Smith. 1950. 154 p. $2. 
To anyone interested in hospital 

design, this book is at once enter- 
taining and instructive. The faculty 
that was gathered together for the 
conference was outstanding. The 
field of hospital design owes much 
to the editor of this collection of 
seminar lectures and to the chair- 
man of the conference executive 
committee who published the pro- 
ceedings on behalf of the confer- 
ence.—Roy HUDENBURG. 


Price correction 


In the January issue of Hos- 
PITALS, a review of “Time and Cost 
Study of Medical Record Library 
Procedures,’ by Sister Mary 
Yvonne Meyer, S.S.M., published 
in St. Louis by the Catholic Hos- 
pital Association, stated that the 
price is 50 cents. The library has 
been informed that the price for 
this book is 75 cents. 
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Air vent open 
allows escape of 
steam during 


sterilization i ; lj ; G08 


1 Supply Conservation . . . provides dustproof seal for re- 
* maining fluid when only partial contents of a container are used. 


2 Supply Conservation .. . eliminates need to utilize gauze, 
a : ; : 
, cotton, paper, string or tape to effect makeshift seal of question- 
K “A able efficiency. 
| Top of rubber collar depressed Air vent closed 
Produces the PRIMARY vacuum seal id sey 3 Supply Conservation . .. reduces possibility of breakage or 
vacuum seal. " chipping damage to lips of Fenwal containers. 
Assures sterile 
pouring surface. & Supply Conservation . . . POUR-O-VAC SEALS” are re- 
" usable... may be sterilized repeatedly ... interchangeable for 


use with 500, 1000, 1500, 2000, 3000 ml. FENWAL containers. 


*A product of Fenwal Laboratories, Inc. 
ORDER TODAY or write us for detailed information 


CONTENTS POUR 


FROM A ; MACALASTER BICKNELL COMPANY Heaoauarters For SCIENTIFIC 
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STERILE LIP | 243 Broadway Cambridge 39, Massachusetts AND CLINICAL RESEARCH AP= 


PARATUS, REAGENT CHEMICALS 


THE SOLUTION DESIRED “AT THE INSTANT REQUIRED 


MARCH 1951, VOL. 25 





A recommendation for simplified 


purchasing of surgical sutures 


PUBLICATION has been issued 

by the Department of Com- 
merce which should be of great 
value to hospital administrators 
and purchasing agents. 

Its title is “Simplified Practice 
Recommendation 239-50,” and it is 
one of a series of such publications 
issued by the Commodity Stand- 
ards Division.1 The subject this 
time is surgical sutures of the non- 
boilable type (catgut, silk, nylon). 
The most important feature is a 
trimmed-down list of 28 sutures 
to be used for general surgery 
(see page 94), the purpose of 
which is to eliminate excessive 
variety in manufacture. Potential 
benefits for hospitals are (1) bet- 
ter values than otherwise possible, 
(2) better service in delivery and 
repairs, and (3) better quality of 
product. 

Adherence to these recommen- 
dations is, of course, purely volun- 
tary, but by intelligent application 
to standards such as those sug- 
gested it is possible for hospitals 
to save themselves thousands of 
dollars yearly in their purchases of 
surgical sutures.” 


FROM THE BEGINNING 


For those who like to be assured 
of the authority and reliability of 
purchasing standards, a tracing of 
their development makes interest- 
ing reading. 

1. How it began: A simplified 
practice recommendation origi- 

This article is based on Simplified Prac- 


tice Recommendation 239-50, published by 
the U.S. Department of Commerce. 

1See “Bureau of Standards Helps Provide 
aise to Economy,” Hospitats, March 1947, 
p. | 
2See Sutton, Frank C.: “Economies Can 
Be Obtained Through Standardization of 
Sutures,” Hosprrats, May 1950, p. 83. 
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nates with the proponent indus- 
try." The sponsors may be manu- 
facturers, distributors or users of 
the specific product. This recom- 
mendation grew out of an idea put 
forth in 1945 by the American 
Hospital Association’s Committee 
on Purchasing, Simplification and 
Standardization. 

In September of that year, rep- 
resentatives of the surgical suture 
manufacturers were invited to 
confer with representatives of the 
American Hospital Association and 
the American College of Surgeons 
at a meeting in Chicago. Members 
of this group decided that the Na- 
tional Bureau of Standards (part 
of the U. S. Department of Com- 
merce) should be requested to 
make available its cooperative 
services for the development of a 
simplified practice recommenda- 
tion for surgical sutures. 

2. Investigating committee: Com- 
plying with the request, officials of 
the National Bureau of Standards 
then asked the interested groups 
to appoint a committee to investi- 
gate the suture situation and to 
make appropriate recommenda- 
tions. 

The groups involved were the 
American Hospital Association, the 
American College of Surgeons and 
the Surgical Suture Manufac- 
turers Association, from which the 
following committee was ap- 
pointed: 

Representing the American Hos- 
pital Association were: Charles O. 
Auslander, then assistant direc- 
tor, Michael Reese Hospital, Chi- 
cago (now director of the Joint 
Purchasing Corporation, New 
York City), and Everett W. Jones, 


vice president, Modern Hosjital 
Publishing Company, Chicago 

Representing the American Col- 
lege of Surgeons were: Malcolm 
T. MacEachern, M.D., then asso- 
ciate director (now director enieri- 
tus) of the American College of 
Surgeons, Chicago, and Major 
General Charles R. Reynolds, M.D., 
also of the college of surgeons. 

Representing the Surgical Su- 
ture Manufacturers Association 
were: D. C. Menzies, Ethicon Su- 
ture Laboratories, Division of 
Johnson & Johnson, New Bruns- 
wick, N. J., and B. F. Hirsch, Davis 
& Geck, Brooklyn, N. Y. 

3. Task committee: At the inves- 
tigating committee’s suggestion 
the Surgical Suture Manufacturers 
Association appointed a task com- 
mittee to draft a proposed simpli- 
fied practice recommendation coy- 
ering sutures for general surgery. 

4. Presentation of report: The 
task committee, after devoting 
considerable thought and study to 
the subject, presented a report and 
recommendation at a conference in 
Chicago on Oct. 7, 1948. The pro- 
posed simplified practice recom- 
mendation was approved at this 
meeting and then submitted by the 
Commodity Standards Division of 
the Department of Commerce to 
manufacturers and distributors of 
surgical sutures, and to hospitals, 
surgeons and others for their ap- 
proval and comment. 

5. Approval of recommendation: 
A considerable number of those to 
whom the recommendation was 
submitted indicated their approval 
by submitting signed acceptances. 
With this indication of satisfactory 
support, the recommendation was 
approved for publication and is- 
sued by the Department of Com- 
merce effective from Sept. 1, 1950. 


SUGGESTIONS OFFERED 


Some of those who responded, in 
addition to approving the recom- 
mendation, also offered suggestions 
for broadening the scope of the 
program to include a simplified list 
of sutures for more specialized 
types of surgery. It was decided, 
however, to include only the list of 
sutures for general surgery at 
present, and to add the. items for 
special surgery in a revision of the 
recommendation at a later date. 

This program, like all of the De- 
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Alumiline Bassinets Provide Twentieth Century Care for Twentieth Century Babies 


Nowhere is the need for modern functional design more forcefully indicated than in the development 
of hospital equipment. Such equipment must be primarily built around the idea of getting a specific 
job done in the most efficient and economical manner possible. For many years the A. S. Aloe Com- 
pany has stood far out front in the manufacture of hospital equipment designed to speed up the day's 
work and reduce operating costs. In developing Alumiline furniture for the modern nursery, our 
designers drew upon a thorough knowledge of both general hospital requirements and local or 
individual preferences. Wide acceptance of our Ravenswood Bassinet (above) and the Magee Com- 
Ravenswood Bassinet; choice of draw- bination Bassinet and Dressing Stand (lower left) is proof of the superior design and workmanship 
oe a of Alumiline nursery equipment. The Magee Bassinet and Stand has attracted particularly favorable 
attention because authorities generally agree that it provides sufficient protection to meet the require- 


ments of good individual care, thus eliminating the need for expensive cubicle installations. Alumiline 





frames are of square aluminum tubing with smoothly rounded edges—rust-proof, easy to keep spot- 
lessly clean; lightweight, but strong as steel. Stainless steel and the highest grade transparent 
plastic panels are used wherever design requirements indicate their need. Nurses note with pleasure 
that Alumiline is easy to move; that its attractive, graceful design assists in maintain- 
ing an appearance of neatness and order throughout the nursery. Please write for 


descriptive brochure and price quotations. 


M * * . si ™ 
ia Strd;compite mnery core «Cd MKC el Se ALOE COMPAN Y 
General Offices: 1831 Olive, St. Louis 3, Mo. 


Branches: Los Angeles, New Orleans, Kansas City, Mi polis and Washington, D. C. 
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‘Plain catgut. . 


GENERAL SURGERY 
_ (STANDARD ie) 


- catgut. 





ledjurn: chromic catgut. : 





anemic catgut. . 
GENERAL ‘SURGERY (SHORT LENGTH) 





ne chromic catgut ae 


GAST ROINTESTINAL 
_ (WITH EYELESS NEEDLE) 


Plain ‘catgut on straight needle, hese: 


point. 

Plain catgut on %-circle needle, taper 
point. 

Plain catgut on small ‘/-circle needle, 
taper point, 

Medium chromic catgut on straight needle, 
taper point. 

Medium chromic catgut on ¥%-circle needle, 
taper point. 

Medium chromic catgut on small '/- 
circle needle, taper point. : 

Medium. chromic catgut -on large '/- 
circle needle, taper point. 

Medium chromic catgut on two straight 
needles, taper point. — 

Medium chromic catgut on straight and 
small Yy-circle needle, taper point. 


OBSTETRICAL (WITH EYELESS NEEDLE) 

Medium chromic catgut on '/>-circle 
needle, taper point. 

Medium chromic catgut on '/)-circle 
needle, cutting edge. 


CIRCUMCISION 
(WITH EYELESS NEEDLE) 


Plain catgut on %-circle needle, cutting 
edge. 


TONSIL (WITH EYELESS NEEDLE) 
Plain catgut on '/2-circle needle, taper 
point, : 


GASTROINTESTINAL, SILK 
(WITH EYELESS NEEDLE) 


apes — silk on straight needle, taper 


aiet beatae silk on smell Ve-clecls needle, 
taper point. — 


COSMETIC SUTURES 
(WITH EYELESS NEEDLE) 
Black-braided silk on %-circle needle, cut- 
ting edge. 
Nylon or drawn silkworm gut on %-circle 
cutting needle. 


DERMAL—SILK, NYLON, ETC. 


MISCELLANEOUS—SILK AND NYLON 
Black-braided silk, type “b” 
Monofilament nylon. 2.02.02. oon 
Monofilament nylon. 2. eae 
Monofilament nylon. ......20..00020 cee eee 








See fig. | 
See fig. 2 
See fig. 3 


| See fig. | 


See fig. 2 
See fig. 3 
See fig. 4 
See fig. | 


| See figs. | 


and 3. 


See fig. 5 
See fig. 6 


See fig. | 


See fig. 3 


See fig. 9 
See figs. 7 


and? 


None 
None 


None 
None 
None - 
None 








partment of Commerce simplified 
practice recommendations, is <ub- 
ject to review from time to ‘ime 
and to revision whenever justified 
by changes in conditions. For this 
purpose the 10-man standing com- 
mittee named below, represeiiting 
manufacturers, distributors and 
users of surgical sutures, has been 
appointed. This committee wil] 
also serve as the medium through 
which the industry may be con- 
sulted, and through which the in- 
dustry in turn may make known 
its views concerning this recom- 
mendation. 


STANDING COMMITTEE 


Representing hospitals and sur- 
geons: 

1. Waldo W. Buss (committee 
chairman), University Hospital, 
Ann Arbor, Mich., representing the 
American Hospital Association. 

2. Leonard P. Goudy, American 
Hospital Association, 18 E. Divi- 
sion St., Chicago 10. 

3. Sumner L. Koch, M.D., 54 E. 
Erie St., Chicago (surgeon, Passa- 
vant Memorial Hospital and Cook 
County Hospital), representing the 
American College of Surgeons. 

4. I. S. Ravdin, M.D., 3400 
Spruce St., Philadelphia (surgeon, 
Hospital of the University of 
Pennsylvania), representing the 
American College of Surgeons. 

Representing manufacturers of 
sutures: 

5. G. B. Ayres, Davis & Geck, 
Inc., 57 Willoughby St., Brooklyn, 
i pa a 

6. A. B. Kennison, Ethicon Su- 
ture Laboratories, Inc., New 
Brunswick, N. J. 

7. M. D. Paynter, Bauer & 
Black, 2500 S. Dearborn St., Chi- 
cago. 

8. T. H. Ricketts, Ohio Chemical 
& Surgical Equipment Co., 1400 E. 
Washington Ave., Madison, Wis. 

Representing distributors of su- 
tures: 

9. James E. Best, Cochrane 
Physicians’ Supplies, Inc., 133 E 
58th St., New York City, repre- 
senting the American Surgical 
Trade Association. 

10. Robert E. Schuemann, 
Schuemann-Jones Co., 2134 EF 
Ninth St., Cleveland, representing 
the American Surgical Trade As- 
sociation. 


Hospital administrators and 
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purchasing agents are advised that 
they can add materially to the 
success of this and similar volun- 
tary programs if they will confine 
their specifications and orders, so 
far as possible, to the items listed 
in the simplified practice recom- 
mendations. The federal govern- 
ment, as the country’s largest pur- 
chaser, has followed this sugges- 
tion by including in the ‘Federal 
Standard Stock Catalog” the rec- 
ommendations already in effect. 

The important point is the par- 
ticipation of all interests. Those 
who stay out not only deprive 
themselves of the economies in- 
herent in simplification, but pre- 
vent the industry as a whole from 
securing the full measure of these 
benefits. 


Figure | 


<a” 


PURCHASING 


The supply problem 


THE QUESTION on every hospital 
purchasing agent’s mind these days 
revolves about the _ perplexing 
problem of keeping the institutions 
stocked with essential supplies 
during the national emergency. 
The American Surgical Trade As- 
sociation, which also has a vital in- 
terest in this problem, phrased the 
question in two simple words — 
“What Now?” And in a recent 
issue of the A.S.T.A. Journal, that 


_ Figure 7 


SURGICAL needles referred to in suture recommendations are keyed to table on page 94. 
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association reported on a survey 
of its members, a survey designed 
to help answer the question. 

The journal summed up the an- 
swers in this manner: “Prices up, 
materials short, future unsure but 
manufacturers look ahead hope- 
fully.” 

Of course the recent price freeze 
will have an effect on this sum- 
mary, but one thing is certain: 
Prices will not go down. 

Prices were forced up toward 
the end of last year by increased 
government and civilian buying, 
and this same rush of business al- 
so pushed back delivery dates. 
Some buyers, attempting to anti- 
cipate needs and avoid price boosts, 
increased orders, even duplicating 
them with several sources, accord- 
ing to the A.S.T.A. Journal. As a 
result, manufacturers were 
swamped, and many were forced 
to allocate deliveries. 

In answering the A.S.T.A. sur- 
vey, manufacturers were in accord 
on one thing: Purchasers should 
not overbuy, should not try to ex- 
tend inventories beyond normal 
needs. All insisted that they ex- 
pect to continue to be able to meet 
their customers’ normal needs, ex- 
cept, of course, under the most ex- 
treme conditions. 

How to reconcile this plea of 
suppliers with the government’s 
suggestion that hospitals “stock- 
pile” to the tune of 20 per cent is 
a problem that is left to the in- 
dividual hospital. 

The surgical trade feels, gener- 
ally, that conditions will eventual- 
ly be, better than they were dur- 
ing World War II. For one thing, 
they point out, the nation’s produc- 
tive potential is probably 50 per 
cent higher than it was at the be- 
ginning of the recent war. The 
labor force is 10 per cent larger, 


The Purchasing department is edited 
by Leonard P. Goudy, purchasing spe 
cialist. 





and productivity probably is one- 
third greater than it was 10 years 
ago. Basic raw materials and ship- 
ping facilities also are in better 
shape now. 

The surgical trade feels that the 
job is not too big in terms of meet- 
ing civilian demand for “soft 
goods,” such as dressings. How- 
ever, a cutback will be necessary 
in equipment using metals, rubber 
and other scarce goods. But even 
here, the surgical trade feels that 
the kinds of cutbacks in sight will 
enable the civilian economy to add 
to its stock of durable goods. 

A syringe and needle manufac- 
turer advises a buying policy based 
on current normal-use require- 
ments. “This means,” he said, “‘that 
dealers and hospitals can undoubt- 
edly get all of our goods they may 
require for day-to-day use but not 
for future stockpiling or for anti- 
cipitation of needs to come.” He 
said he believes there will be ade- 
quate goods allotted for civilian 
hospitals and doctors. 

Another manufacturer of hypo- 
dermics warned against placing 
duplicate orders. Some buyers, he 
said, have placed orders with two 
or three dealers, hoping one would 
deliver. In the event of delivery 
they would cancel the balance of 
the orders. “Such a policy,” he 
said, “is dangerous and extremely 
confusing.” His deliveries now are 
60 to 90 days in arrears. 

Hospital furniture will still be 
available but in limited supply. 
There will be more wood and less 
metal in the furniture, and the 
upholstery also will require sub- 
stitutes. 

A dressings manufacturer ad- 
vised purchasers to keep on hand 
“better than normal inventory,” 
not because of shortages but be- 
cause of shipping delays. 

In nearly all cases, manufactur- 
ers advised normal buying and 
warned of delays in delivery. At 
the time the survey was made, the 
state of national emergency had 
not been declared but was impend- 
ing. Since that time, supplies of 
rubber, metals and other essentials 
have grown tighter. As all hospital 
purchasing agents and administra- 
tors know, the situation is a serious 
one, and everyone hopes it will not 
get worse before it gets better.— 
L.P:G. 
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Current price trends 





ECORD HIGHS continued to be 
R set on the index for whole- 
sale commodity prices, with the 
first three weeks of this year show- 
ing exceptional increases. Textiles 
and farm products led the way. 
The all-commodities index reached 
a new all-time high of 179.9 per 
cent of the 1926 average, accord- 
ing to the U. S. Department of 
Labor’s Bureau of Labor Statistics. 

The index of Jan. 23, 1951, was 
2.2 per cent above its level of four 
weeks earlier, 14.7 per cent above 
the May 24-June 24 average, and 
18.9 per cent above one year 
earlier. All major groups rose. 


Prices for both hogs and steers 
again advanced slightly. Steers 
went up to $35.75 per hundred- 
weight, the first time they have 
gone above the record of Septem- 
ber 1948, which was $34.37 per 
hundredweight. 

Among the metals, tin advanced 
to a new postwar high of $1.78 a 
pound, and steel scrap at Phila- 
delphia, inactive since early in De- 
cember, rose $2.50 a ton to a post- 
war high of $46.50. 

Textile prices were higher as 
wool tops advanced 12.5 per cent 
in a week to an average of 43.5 
cents a pound. 





Jan. Jan. Dec. 

COMMODITY 17 2é 26 
1950 1950 950 
All commodities 
Farm products 
All foods 
Textile products 
Fuel and lighting 

materials ...........---.- 
Metals and metal 

products 
Building materials .... 


This weekly wholesale price index is designed 


Source: Bureau of Labor Statistics. 


TABLE 1—RECORD HIGHS CONTINUE 


Weekly Index Numbers of Wholesale Prices—1926=100 


sale price index. It is based on a sample of about one-eighth of the commodities in the com- 
prehensive sample and therefore should be regarded as an indicator of price trends rather than 
as a final compilation. The monthly index should be used for fuller coverage. 


% of Change 
1-24-50 1-2-51 
to to 
1-23-51 1-23-51 
+18.9 8 
+27.5 iS 
9 
4 


Jan. Jan. Jan. Jan. 
2 9 
1951 1951 
419.1 
+30.6 
136.1 


187.4 
222.4 


as a weekly counterpart of the monthly whole- 


223.9 


- 








Dec. Dec. 
COMMODITY 1940 1942 
All commodities 101.0 
Farm products . 113.8 
Foods 104.3 
Textile products 
Cotton goods 
Fuel and lighting materials 
Anthracite coal 
Bituminous coal 
EPCRTAONON s osccccscceresncecs-sos 


Brick and tile 
Cement 
Lumber 
Paint and paint materials 
Plumbing and heating materials 
Structural steel ... 
Other building materials -........... 
Drugs and pharmaceutical 

materials 
Raw materials 
Semi-manufactured articles -....... a 
Manufactured products 82.8 
Purchasing power of the dollar $1.25 


SAN=—0 OCWAWWNHYO-OBNN AN 


LOS DOWOWOO = IHg—-wI= 
B8NRR SISSELRSaVHRSNS 


~~ 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—DOLLAR DIPS TO NEW LOW 


Monthly Index Numbers of Wholesale Prices—1926=100 


Dec. Dec. Dec. Dec. Nov. Dec. 
1946 1948 1949 1950 1950 
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Planning for greatest efficiency 


during the national emergency 


JOHN F. KENNEY 


IKE EVERYONE else, the hospital 

laundry manager must revise 

his thinking and planning when 

wartime emergency conditions 

threaten to disrupt his normal rou- 
tine. 

Additional factors must be an- 
ticipated which would not be pres- 
ent during peacetime. Prominent 
among such factors are scarcities 
of supplies and equipment neces- 
sary for efficient laundry opera- 
tion—particularly heavy equip- 
ment constructed of metals 
important to the war effort. 

It is likely, however, that such 
equipment will be available, but 
that it will be hard to get and slow 
in arriving. This places an obliga- 
tion on the laundry manager to 
think carefully and logically be- 
fore making recommendations to 
his administrator for purchases of 
new equipment. He should make a 
thorough appraisal of the condi- 
tion of his present equipment so 
that he can estimate how long it 
will last, and he should do every- 
thing possible to make the best use 
of that equipment. 


BASIC PLANNING 


If the laundry manager knows 
just how many pounds are pro- 
duced per day, per hour, or per 
week and what the proportions are 
in the different classifications 
(rough-dry, flatwork and press- 
work), he has taken the first step 
toward knowing definitely what is 
needed and if changes are in order. 

The next step is an appraisal of 


—_—_—_— 

ats Kenney is director of linens and 
yoncty, at the New York Hospital, New 
= City, and a member of the Ameri- 
He Hospital Association Committee on 
Ospital Laundry Management. 
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his equipment with an eye to these 
predetermined needs. It is possible 
for the laundry manager to call on 
representatives of laundry ma- 
chinery manufacturers to have 
their qualified engineers make a 
survey but it is better if he makes 
his own survey first with the hos- 
pital’s chief engineer. He and the 
engineer should visit other plants 
to see various machines in opera- 
tion and to study layouts. From 
these and other sources, a com- 
posite can be arrived at which is 
most efficient for their hospital’s 
particular needs. 

Then, if the laundry manager is 
confronted with a problem he can- 
not solve, he should call in some- 
one from the outside to help. 


EQUIPMENT IDEAS CHANGE 


As he goes about his investiga- 
tions, he would do well to remem- 
ber that there has been a basic 
change in the concept of laundry 
equipment needs. A few years ago, 
it was customary to purchase 
washing machines, dryers and 
other major equipment in units 
that would handle large quantities 
of linen in one operation. The 
thought behind this was that fewer 
loads meant less expense in proc- 
essing. The trend has now swung 
to the extreme opposite—the 
thought being that units should be 
purchased that will produce linen 
in smaller lots. This makes for 
easier and quicker handling 
through shorter formulas and less 
extraction and drying time. 

A few case histories and plan- 
ning suggestions, gleaned from my 
experience and observations in the 


institutional laundry field, may 
prove helpful to the laundry man- 
ager who is seriously and carefully 
planning for the future. 


WASHING MACHINES 


First is a case history illustrat- 
ing benefits to be obtained by pur- 
chasing washers designed to han- 
dle smaller lots. 

Not long ago one institutional 
laundry purchased and _ installed 
four new washing machines. This 
was considered necessary, not be- 
cause the old machines were com- 
pletely worn out but because they 
were too slow in producing what 
was necessary at the proper time. 

Following is the essential data 
on the washing machines replaced. 


Size 

Condition 

Formula time 
Loading and unloading 
Capacity 

It was decided that the replace- 
ments for these machines should 
be as fully automatic as possible 
and that the following require- 
ments should be met: 

1. They should produce more 
pounds per hour and in an even 
flow. 

2. They should produce this in- 
creased poundage with less labor. 

3. They should require smaller 
quantities of washing supplies per 
load (as a result of open-pocket 
construction). 

4. They should use less power, 
water and steam because of the 
shorter formulas. 

5. They should operate when 
unattended, such as during the 
lunch hour and at the end of the 
work day. 

Machines operating in other 
plants were examined carefully 
and finally a decision was made to 
purchase one trial model. This 
unit was a 42 x 96-inch, 400-pound 
capacity, two-pocket, fully auto- 
matic washing machine. 

Actual operation of this machine 
during the trial period established 
that it would more than meet the 
original requirements. Conse- 
quently, three more were added. 
Comparable data on the new ma- 
chines was as follows: 


18 minutes 
450 pounds 


Number of machines ..:..-......2....:......... 4 
42 x 96 inches 


Condition 
Formula time 
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Loading and unloading ........ 2 minutes 


(OSS SE ae ae 400 pounds 
Reduction in labor ...................... 3314% 
Other data 


pl ee Fully automatic (two pockets) 
Maximum draining time ...... 1 minute 
Estimated yearly savings re- 
sulting from this change were as 
follows: 
ne tee eI ee aE aR 
Supplies 
ROMMMINR rpc ak eed teak 


(2 per cent of circulating 
linen value) 


TOTAL $8,500 

At the time of purchase, these 
machines cost approximately $7,- 
500 each. They have a life span of 
about 12 years. With all of these 
factors considered, it is obvious 
that it will not take long to amor- 
tize the investment. In addition 
there are intangible but definitely 
beneficial factors as by-products, 
such as the opportunity offered to 
increase wages and improve work- 
ing conditions through use of the 
savings effected. 








EXTRACTORS 


One of the easiest ways to make 
an error when buying laundry ma- 
chinery is to neglect reading and 
studying of dimensions in litera- 
ture furnished by the manufac- 
turer. The small print may be 
more important than the large, 
and it is too late to read it after 
the wrong item has been pur- 
chased. 

This is an example where such 
an error was caught before it hap- 
pened, through checking and 
double-checking by the laundry 
manager. In the plant under dis- 
cussion it had been tentatively de- 
cided to purchase and install a new 
54-inch extractor of the automatic 
loading and unloading type. The 
previous extractor was also a 54- 
inch model, but was manually 
loaded and unloaded and had 
already seen many years of 
service. 

Upon careful examination, 
though, the new type seemed lower 
than the old model. Measurement 
proved that this was true. It was 
four inches shallower. This meant 
that it would be 50 pounds short of 
accommodating the full load of the 
washing machine and that it would 
be impossible to overload them the 
customary 10 per cent. 

Plans were subsequently 
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INSTALLATION of hanger racks at a proper 
distance from a press reduces walking time. 


changed, then, to install a size 
larger extractor—the 60-inch type 
—with other specifications the 
same. This size would hold 450 
pounds of linen and would take 
care of any overload or addition to 
the extractor load that might 
occur. 

Also of importance with this new 
extractor were the benefits it 
brought to the laundry operation. 
With its increased revolutions per 
minute and its automatic loading 
and unloading features, it was 
quite possible to turn out twice as 
many loads during the same time 
as was possible with the old ex- 
tractor. Where space is at a pre- 
mium, this is a decided advantage 
in reducing the number of ma- 


chines needed, and the same would - 


apply to employees. The automa- 
tic features of these extractors 
allow the employee to go about 
other duties until the machines 
signal that. the load is processed. 

The 40-inch open-top extractors, 
and also the smaller sizes that 
must be loaded and unloaded man- 
ually, will continue to play a 
prominent part in the _ hospital 
laundry. In any hospital there are 
small-sized loads that need to be 
handled, and in smaller hospitals, 
large pieces of machinery are not 
needed. 

There is no reason why the au- 
tomatic features prevalent in the 
larger models cannot be applied to 
the smaller ones. 


WORK TABLES 


What size tables are really 
needed in a hospital laundry in 
order to make the job easier for 











the employees and at the same 
time increase production? Should 
work tables be made in such a way 
that they can be adjusted to the 
employee’s height, or should ‘able 
height be standard? 

An experience in one hospital 
with which I am familiar provides 
a concrete example of how heights, 
lengths and widths of tables can 
affect employee morale and pro- 
ductivity in a hospital laundry. 

All table tops in this laundry 
were 36 inches high. Widths varied 
from 36 to 48 inches. Lengths were 
from 12 feet up. 

It was decided to lower the 
table heights to 32 inches, a 4-inch 
drop from the old standard height. 
This was done at once, and the re- 
sults were startling. Production on 
inspection and folding increased 
more than 15 per cent, and even 
the slowest worker noticed the 
change. 

A four-inch drop in table height 
may not seem like much, but when 
those four inches are considered in 
terms of thousands of pieces to be 
inspected and folded, the differ- 
ence can be appreciated. 


CHANGES SPEED WORK 


In this same plant, many of the 
work tables were 12 feet long by 3 
feet wide, and they were used only 
for small bundles, such as personal 
work for doctors and _ nurses. 
Tables were located between sort- 
ing bins, and it was not unusual to 
see the sorters and checkers walk- 
ing 30 feet in order to sort and 
check one piece of linen. It was 
obvious that this could not go on, 
and it was halted with the institu- 
tion of the following changes: 

1. All 12-foot tables were cut 
into three sections, measuring 3 x 4 
feet. 

2. All tables necessary for sort- 
ing, checking and wrapping were 
put on casters in order to keep the 
tables as close to the bundles as 
possible and cut down employee 
walking. 

3. Paper, twine and sealing tape 
were installed on these tables in 
order to cover the various bundle 
categories. 

Bin or storage space was reduced 
by 35 per cent because of the 
accelerated production by sorters 
and checkers under the new Ssys- 
tem. Employee morale and pro- 
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duction rose in proportion, because 
of the tremendous cutback in 
walking. 

Where it was necessary to use 
tables of great’ length and width 
because of folding and sorting 
problems in handling patient bed 
linen, a study was made to deter- 
mine if the table dimensions really 
fitted the job. 


WASTED WALKING TIME 


Hospital laundry personnel often 
walk more than 20 minutes out of 
every hour between laundry oper- 
ations. Why should they do all this 
walking, and how can we reduce 
it? Here are some suggestions: 

1. Reduce the size of personal 
bundle lots from 60 to 30 or 40. 
This would cut down the walking 
when sorting out pieces. 

2. Use sorting reels wherever 
possible. This would bring the 
bundle to the sorter and prac- 
tically eliminate walking. 

3. Designate certain employees 
to do any necessary walking, en- 
abling all others to stay as close to 
their working units as possible. 

4. Have hangers right next to 
the press operators. There should 
not be more than 16 inches be- 
tween the back of the press and 
the hanging space. 

5. Use mobile tables. 

6. Use conveyors,. either auto- 
matic with electric eye attach- 
ments or manually operated, in 
order to convey finished goods to 
the inspecting, folding and proc- 
essing areas. 

7. If the laundry and linen de- 
partment occupies more than one 
floor, have chutes installed for 
transporting linens instead of us- 
ing the cumbersome method of 
trucks and elevators. 

8. Load every hand truck to ca- 
pacity when delivering linen to 
hospital floors. Duplicate this when 
picking up soiled linen. This re- 
duces the number of loads and 
therefore cuts down on walking 
time. 

9. Make a study of what it costs 
to have an employee go back and 
forth, again and again, to a hos- 
pital floor that has not emptied the 
linen truck. It is quite possible that 
this employee is making lc to 14c 
per minute, and it does not take 
many working days to ruin budget 
and labor estimates. 
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In one institution several years 
ago, a situation existed that cost 
a tremendous amount in lost time. 
The laundry and linen department 
was about two blocks from most 
of the employee locker rooms. In 
the laundry and linen department 
was a garment exchange room, 
where service department em- 
ployees received clean garments 
on a one-for-one basis. There was 
no set schedule for exchange of 
garments, and service employees 
often had to wait in long lines for 
clean uniforms, this on top of a 
four-block round-trip walk. 
Thousands of dollars have been 
saved annually in that institution 
by moving the service department 
garment exchange room close to 
the consolidated locker rooms. 























LOADING hand trucks to capacity will cut 
down on wasting employee's time and trips. 


Garment exchange is on a strict 
schedule now, and most complaints 
about waiting can be checked and 
classified quickly as alibis. 

In another hospital laundry 
plant, all linen weights were 
checked on one floor scale. This 
caused some employees to walk 
great distances to check weights 
and it also caused a rapid per- 
sonnel turnover. An _ additional 
scale was purchased, at a cost of 
$500, and turnover of employees 
practically halted. The $500 was 
saved in less than a year by de- 
creased walking time. 


SMALL PIECE STACKERS 


One piece of equipment that 
contributes greatly to reducing the 


' labor turnover and cost of opera- 


tion is the small piece stacker. 












This machine takes up compara- 
tively little space and is within 
reach, financially, of the average 
institutional pocketbook. Besides 
increasing production efficiency 
this stacker improves employee 
morale because it enables the op- 
erator to work in relative coolness, 

The stacker will increase pro- 
duction more than 33-1/3 per 
cent, allowing a personnel reduc- 
tion averaging at least two and 
one-half employees per eight-roll 
ironer. 

The machine can be converted 
from a fully-automatic small piece 
receiver to a manually operated 
receiver in a few seconds. The 
conversion features make it worth- 
while considering for a plant with 
only one flatwork ironer. 

Employees who normally would 
be considered as receivers can be 
used as feeders, and they can also 
unload the stacker and do the in- 
specting and final folding. Pieces 
too small or intricate for the 
stacker can be processed manually. 
Items such as sheets, spreads and 
large table covers can be handled 
manually by using a mobile table 
as receiver. 

Automatic counters attached to 
the machine have done much to 
create a friendly competitive spirit 
among employees. It is felt that 
this is a good trend toward the 
future, but to have it continue it 
should be encouraged by salary 
increases. 


AUTOMATIC SHEET FOLDERS 


The rhythm of two sheet re- 
ceivers who have been working 
together for years is the utmost 
in precision. But,.like other signs 
of progress, the human combina- 
tion is being replaced by ma- 
chinery. 

Laundry managers have a prob- 
lem in deciding whether a machine 
that will fold sheets, spreads and 
other pieces automatically should 
be included in their plants. 

The laundry in one hospital (200 
beds and a large outpatient de- 
partment) was well managed con- 
sidering the machinery and equip- 
ment it had, but it had to be 
operated 45 to 48 hours per week. 

Dissatisfaction over long work 
hours led to high employee turn- 
over, and even overtime pay was 
not the full answer. 
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Investigation disclosed that the 
difficulty was in processing sheets, 
spreads and other large pieces. 
The average hourly production per 
operator was 52 pounds, and this 
was considered good because the 
sheet and spread receivers had 
worked together for many years 
and ‘were considered above aver- 
age as laundry workers. 

The laundry manager gathered 
some facts and statistics and took 
them to the administrator with a 
recommendation that the hospital 
buy automatic sheet folders. He 
showed the administrator these 
figures: 


Without With 
automatic automatic 
folders folders 
Employees ........ 7 5 
Hourly pounds 
per operator...... 52 74 


Labor cost per 
40-hour week.... $210 $150 


The administrator decided to 
make the change. One of the two 
employees who had been sheet and 
spread receivers was kept as a 
combination flatworker and rough 
dry folder, removing the pinch on 
flatwork production. The wages of 
the flatwork crew were increased 
and still enough was saved to pay 
for the new machine in three 
years. 

DRYING TUMBLERS 


The modern small dry tumbler 
has been a boon to hospital laun- 
dry operation. In the dry tumbling 
phase of linen processing, we have 
gone through an era of producing 
large quantities of linen which 
could be handled only by male 
labor. The small type dryers can 
be operated by women, who can 
also do the inspecting and folding. 
This small dryer processes such 
items as gowns, pajama coats and 
trousers in small lots, allowing 
the pieces to be folded while still 
warm, thereby avoiding wrinkles. 

In those hospitals which are now 
processing gowns, pajamas, trous- 
ers and caps through presses or 
flatwork ironers, it is quite pos- 
sible to convince the staff that a 
dry-tumbled, non-wrinkled piece 
of cotton is much more absorbent 
and flexible than one that is flat- 
work or press ironed. From the 
administrative side of the picture, 
the savings would represent a sub- 
stantial sum and make possible 
further investments in equipment. 
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It is also recognized that wear- 
ing apparel, if ironed, has to be 
processed at least two times, be- 
cause it does not dry out quickly. 
This fact should be pointed out 
when high costs are to be ex- 
plained on both labor and linen 
replacement. 

: PRESSES 


In most hospitals, the era of 
hand ironing any part of a nurse’s 
uniform or other garment has 
passed, and this has been a favor- 
able development. World War II 
was a major reason for this change, 
for at that time female hand iron- 
ers deserted their jobs by the 
thousands to go into war produc- 
tion work that paid two or three 
times their former salaries. 

An analysis of the hand ironer’s 
job brought out the following facts 
in one hospital laundry: 

1. Hand ironers have always 
been dissatisfied with their long 
hours and low pay. 

2. A hand ironer had to pick 
up, use and put down a six-and- 
one-half-pound iron 11. times 




















A HAND ironer will lift about 71 pounds 
of metal while processing a nurse's uniform. 


while finishing one nurse’s uni- 
form. This meant she had to 
handle more than 71 pounds per 
uniform, and if she processed 10 
uniforms per hour the _ total 
weight would amount to 715 
pounds in that short period of 
time. Multiply this figure by eight 
hours per day and 40 hours per 
week and it can be seen why this 
art is decadent. Presses can do a 
satisfactory job on uniforms. 

A hospital laundry plant that 











changed from hourly to piecew ork 
rates for presswork employees was 
able to make the following changes 
and improvements: 

1. Over a period of time, the 
number of press employees was 
reduced from. 17. to 11. 


2. Working hours were reduced 


from 46 to less than 40 hours per 
week. 

3. Salaries went up from 125 
per cent to 200 per cent per week. 

4. Personnel turnover practi- 
cally ceased. 

5. Supervision of this unit was 
transferred from a woman to a 
man in order -to reduce employee 
friction. 

This is one unit where the op- 
erators cannot and should not 
leave their machines in order to 
get their work, classify it or fold 
it. When the machine stops, pro- 
duction_stops, and this is not de- 
sirable. 


PIECEWORK SYSTEM 


Almost without regard to the 
size of the hospital, a press piece- 
work system can be installed suc- 
cessfully. The iaundry manager 
should make a study to determine 
his present true costs for each ser- 
vice, then set a piecework rate 
that is in line with true costs but 
that will still offer an incentive 
to the employee. When production 
goes up, it may appear that the 
press employees are making “too 
much money,” but once committed 
to a price the laundry manager 
should stick to it. His earlier de- 
termination of true costs tells him 
that even though he is paying his 
press operators more money he is 
still getting a bargain for he is 
getting more production. A look 
at the old and new costs per piece 
produced will undoubtedly show 
them to be lower under the piece- 
work system. 

Some workers will at first react 
with the suspicion that the laun- 
dry manager is trying to work 
them to their limit for less money. 
It is up to the laundry manager 
to sell them on the idea that they 
can get much more money pé 
week by doing the job a certain 
way with less effort. When he has 
sold them on this, the sky is the 
limit, and the workers will say, 
“Bring on the new systems—they 
mean more money.” 
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Air-conditioned kitchen provides 


answer to a dietitian’s dream 


H. J. MOHLER AND IRENE McCABE 


LIMINATION of grease, smoke, 
E cooking odors and heat from 
hospital kitchens is the dream of 
every dietitian. This has been ac- 
complished in what is thought to 
be the first air-conditioned hos- 
pital kitchen recently installed at 
the 325-bed Missouri Pacific Hos- 
pital in St. Louis. This modern 
kitchen is the result of years of 
planning and investigation by the 
Missouri Pacific Hospital Associa- 
tion, which operates hospitals in 
St. Louis and Little Rock, Ark. 

The old kitchen was a long nar- 
row space, crowded with food 
carts and other equipment. The 
new layout, in the same sixth floor 
area as the former kitchen, utilizes 
all available space, with ample 
travel room for carts. This new 
Mr. Mohler is president of Missouri Pa- 
cific Hospital Association, and Mrs. McCabe 


is director of public relations, Group Hos- 
pital Service, Inc., St. Louis. 


CANOPIES over the stove in the old kitchen are omitted in the 
new. Grease and fumes are carried away by a ventilating system. 
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kitchen is all-electric and equipped 
with stainless steel throughout. 
The pale yellow tile walls, rich 
quarry tile floors and glass tile 
windows add to the bright atmos- 
phere. 

An average of 1,200 meals per 
day are served in the hospital, all 
prepared in this main kitchen. Spe- 
cial diet meals average 150 each 
day. These are prepared in the ad- 
joining special diet kitchen, which 
is also all-electric. After the spe- 
cial diets are prepared, they are 
taken to the patients’ floors by the 
dumb waiter or by electrically- 
heated conveyor. Another dumb 
waiter brings food to the seventh 
floor, where approximately 150 or 
200 employees are served at noon. 

In construction of this modern 
kitchen, the necessity of maintain- 
ing a year-around temperature 
and humidity control was realized. 


To accomplish this control, which 
was complicated by the latent heat 
necessitated by the nature of the 
application but alleviated to a con- 
siderable extent -through electric 
cooking and baking equipment, a 
30-h.p. central plant air-condition- 
ing system was designed and in- 
stalled. All equipment was re- 
moved from the application proper 
as the kitchen was designed to uti- 
lize every foot of space. The only 
visible equipment is chrome-plated 
ceiling diffusers, installed to pro- 
vide the maximum flexible control 
of air delivery. There are no radia- 
tors in the kitchen; all the heat or 
cold air comes from the ceiling. 

_ The air-handling equipment is 
above the acoustical ceiling and 
was designed to handle 8,500 cubic 
feet of air per minute, with 100 per 
cent fresh-air facilities for off-sea- 
son ventilation. A two-row steam 
distributing coil, in conjunction 
with a grid-type humidifier, was 
installed in the air-handling sec- 
tion for winter heating require- 
ments. The actual air-conditioning 
machinery, which includes a 30- 
h.p. compressor unit together with 
a 30-ton evaporator condenser, is 
installed in the penthouse on the 
seventh floor. 

The air-conditioning system is 
completely automatic and provides 
accurate temperature and humidity 
control, with proper ventilation in 
both the heating and cooling cycles 
by the mere flick of a switch. 

The dietitians’ office is located 
so that they have a full view of 


THE NEW kitchen has four ranges, each with a tray and container 
for grease, a broiler, a grill, and two fry kettles (one tilting). 
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NEW kitchen is 
all-electric and 
equipped with stain- 
less steel throughout. 
It has ample room 
for conveyor carts. 

































AIR-CONDITION- 
ING has replaced 
fans. Chrome-plated 
ceiling diffusers now 
provide comfortable 
temperature condi- 
tions, 























DIETITIAN has full 
view of kitchen from 
her office. Sockets 
on west wall are for 
electrical conveyors. 




























FORMER kitchen 
was long, narrow 
space, with unsight- 
ly pipes and crowd- 
ed with food carts 
and other equipment. 


















the kitchen at all times. There js 
an inter-communication systen: in 
the office that enables the dietj- 
tians to speak to all the serving 
kitchens on the floors and to the 
snack bar and commissary on the 
ground floor. 

In view of the dietitians’ office 
are four ranges, one broiler and one 
grill. Each range top has a tray and 
container for the grease from cook- 
ing. There are no canopies over 
the stoves. Grease and fumes are 
carried away by a ventilating sys- 
tem. There are three safety meas- 
ures in connection with this par- 
ticular type of. ventilation system: 
(1) It filters out 83 per cent of the 
grease; (2) in case of fire the cook, 
by pressing a button over the 
stove, can cut off all draft, or (3) 
if the cook forgets to press the 
button, a thermostat automatically 
cuts off the draft after the heat 
reaches a certain temperature. 

Opposite the stoves are two 
cook’s tables with storage space 
for No. 10 cans or large jugs. Large 
pots and pans are also stored here. 
A revolving rack over the larger 
cook’s table is for small utensils. 
The drawers of each table have 
coved corners for easier cleaning. 
Each cabinet or table is mounted 
on a tile base so that nothing can 
collect under the base; however, 
each one extends far enough over 
the base to permit ample “toe 
room.” Stainless trash carts are 
used for cartons, papers, and cans. 

Next to the ranges are two fry 
kettles, used instead of one large 
kettle to permit faster frying. Each 
kettle holds 25 pounds of grease. 
There are only three pieces of 
steam equipment in the kitchen— 
the soup kettle, the tilt kettle, and 
the compartment steamer. A tilt 
kettle is used for fillings and cream 
sauce, which can be poured from 
the kettle by tipping without 
dipping. 

Beyond the cook’s tables is the 
baker’s table, with 100-pound bins 
for sugar and flour and shelves for 
condiments, which may be reached 
from either side of the table. The 













The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 





HOSPITALS 















ere is 
en. in 
dieti- 
rving 
0 the 
n the 


office 
1d one 
'y and 
cook- 
over 
2S are 
D SyS- 
meas- 
> par- 
stem: 
of the 
cook, 
r the 
r (3) 
s the 
‘ically 
- heat 
re. 
two 
space 
Large 
here. 
larger 
ensils, 
have 
aning. 
unted 
g can 
vever, 
. over 
“toe 
Ss are 
cans. 
0 fry 
large 
Each 
rease. 
es of 
hen— 
>, and 
A tilt 
cream 
from 
ithout 


is the 
1 bins 
es for 
ached 
. The 


For Patients ° 


delicious 


UAKE 


All Age? s 


Why take the time to prepare two or three 
different kinds of cereals for patients 
of varying age groups? Quaker Enriched 
Farina, made of the finely granulated “heart” 
of the wheat kernel, is as ideal for older 
folks as it is for infants. 

What’s more, Farina’s extra added values of 
Vitamins D, B, and B:, plus Niacin, Iron 


and Calcium, give each patient an important 
share of his minimum daily requirements 
of these elements. 


Then too, Quaker Farina is so bland it fits in 


well with many “special” diets. Easy to fix... 
delicious . . . costs so little. Why not make 
Quaker Enriched Farina a regular 


xxx 
save this recipe 





FOR VARIETY— - 


part of your dietary menus? 


Quantity Recipe for QUAKER FARINA 


50 Servings Portion— 34 cup (6 to 7 oz.) 





Add any one of the following to cooked Farina: 


INGREDIENTS AMOUNT WEIGHT COST 





a. chopped dates or dried figs 
b.cooked dried apricots or prunes 
c. Semi-sweet chocolate chips 
Serve Farina with any one of the following 
toppings: 
a, place one tablespoon cherry or other 
preserves on each serving 
h.sweetened fresh or frozen berries on top 
of each serving 


c. Sliced fresh or cooked peaches over each 
serving 


Water .. 2 gallons hot water 
2 quarts cold water 


Salt. . . 3 tablespoons 

Farina . . 

DIRECTIONS 

1. Add salt to hot water. Heat to boiling. 

2. When water comes to a boil, combine Farina with the 2 quarts of cold 


water; add mixture to boiling salted water, stirring constantly. (For 
variety, use half or all milk instead of water.) 


3. Cook, stirring frequently, 5 to 10 minutes. 


THE QUAKER OATS COMPANY CHICAGO 54, ILLINOIS 


ee ene 
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IN THE SPACE of these old food storage units are two large 
walk-in refrigerators, thermostatically controlled to 38 degrees. 


steel cabinet next to the wall is 
for storage. The portable cabinet 
may be used for pies and cookies. 
Its 38 large trays hold six pies each, 
or a total of 228 pies at one time. 
Ninety pies are baked for the noon 
meal. 


ELECTRIC BAKING UNIT 


The electric baking unit consists 
of three ovens. The two top ovens 
are used for baking and are 
equipped with tile decks. The 
bottom unit is a roasting and bak- 
ing oven equipped with a polished 
steel floor. The unit is so con- 
structed that it may be equipped 
with an internal steam connection 
for use in baking hard crust rolls 
and bread. A small stove next to 
this oven is for making icings and 
heating milk used in baking. The 
baker’s refrigerator has a 45-cubic 
foot capacity. 

The sockets on the west wall are 
for the electrically-heated food 
conveyors used to transfer the food 
to the serving kitchens on the vari- 
ous floors. 

At the far end of the room is a 
table for preparing vegetables and 
salads. Next to the table is a hand 
sink, and under the table is a re- 
frigerator for storing the salads 
until they are taken to the floors 
for serving. The next space is for 
the potato peeler. 

Opposite the table for salads and 
vegetables are two large walk-in 
refrigerators. A small red fire light 
on the outside indicates when 
lights are on inside. A tempera- 
ture of 38 degrees is maintained 
in these refrigerators, and this tem- 
perature reading is visible outside 
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the refrigerators. The temperature 
is thermostatically controlled. 
These refrigerators are for the 
milk, meat and vegetables to be 
used in preparing meals for the 
following day. There are two large 
refrigerators in the commissary 
for other storage. Between 700 and 
800 one-half pints of milk, 10 gal- 
lons of whole milk, 18 quarts of 
cream, 10 quarts of buttermilk, 
and 24 pounds of butter are used 
each day for the patients, em- 
ployees, and cooking. 

All garbage from the kitchen is 
disposed of through the garbage- 
disposal unit. The sink for pots and 
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DIETETICS ADMINISTRATION —_ 


Standard utensils 


THE REDUCTION of many sizes of 
pans, racks and trays to two basic 
standards and the elimination of 
hundreds of square feet of shelf 
space has been most advantageous 
to an employee cafeteria, accord- 
ing to a report in Standardization, 
publication of the American Stand- 
ards Association. Among the ad- 
vantages were a decreased han- 
dling of many foods and dishes, a 
reduction in the number of cook- 
ing utensils to be washed, less 
b:eakage of dishes and less noise 
in the kitchen and eating room. 

Convenient size: The first basic 
size chosen was 14 x 18 inches, 





AT THE FAR end of the room is a vegetable and salad preparation 
table. Below it is a refrigerator for temporary storing of salad. 







pans has an overflow trough to 
catch any sour grease and waste 
that may be in the pot sink. 

At the far north end is a mop 
sink. This sink has a metal rim to 
prevent chipping. Adjoining the 
mop sink is a specially designed 
ventilated mop and cleaning sup- 
ply cabinet. The cabinet with the 
shelves is for linens. 

A clock, which is suspended from 
the ceiling, is what is known as a 
two-faced clock. Employees work- 
ing on either side of the room can 
see it. 

Cost of this kitchen-remodeling 
project was approximately $85,000. 
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which is the size of tray most com- 
monly used in cafeterias. This size 
is the most convenient in handling 
—hboth in refrigerators and on or 
under counters—and is the largest 
that most rack-type dishwashing 
machines will take. This size is 
practical for salad plates (six 6- 
inch plates to a tray); sundae 
dishes; juice, tea and water glasses, 
and half-pint milk cartons. Some 
wire trays were purchased to ex- 
pedite the washing and dispensing 
of glasses.” 

This size of tray is used in reach- 
in refrigerators that are 28 inches 
deep, have doors 19 inches wide, 
and are equipped with stainless 
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leling @ Let’s face it...too many complaining, 

5,000. disgruntled, unresponsive patients get that way 
because they don’t like the food they get. And 
that kind of patients can make it tough for 
everyone . . . doctors, nurses, dietitians and the 
patients themselves. 
But don’t blame your dietitians. They’re seeing 
that good, nourishing, tempting food is pre- 
pared. The catch is this—how does that food 
look and taste when it reaches the patients? 





com- 


ees The Mealpack System guarantees that hot or 

idling cold foods will still be that way when they’re 

on : served ... and stay that way throughout the The Mealpack System has been given the 
te meal. It saves floor space and eliminates floor acid test of comparative surveys in hos- 
- is pantries. It will more than pay its own way in pitals of every type and size. It has proved 
ix 6- virtually any hospital, old or new! itself, without exception. On that basis, 
a ies : we invite you to investigate this system 


and its many vital advantages. 
lasses, 


Some 


neon ( Write for the detailed story of The Mealpack System 


onsing 
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steel angle slides. Each pair of 
angles holds two of the trays. The 
trays also can be used under the 
cafeteria counters. The same angle 
slides will hold one bakers’ bun 
pan. 

In addition, angle slides were 
designed 18 inches long and 28% 
inches apart to hold wire shelves 
18 x 28 inches. This size shelf will 
hold a bun pan, six 9-inch pies, 
and special, 14 x 18-inch cake 
pans. 

Second size: The second basic 
size is 12 x 20 inches, which con- 
forms to the electric elements in 
hot food tables and is standard for 
the size of pans used by hotels. It 
will hold two 10 x 12-inch muffin 
pans (12-cup) and one 12 x 20- 
inch biscuit pan. 

Standards group acts: A project 
along this same line of standardi- 
zation is now under way by a 
committee of the American Stand- 
ards Association. This committee 








will develop standards for food 
containers and utensils—such as 
pots, pans, and trays — _ used 
by restaurants, hotels, hospitals, 
stores, and the armed forces in 
preparing and serving food to mil- 
lions of persons daily. 

Plans are to develop the dimen- 
sions of all such equipment so that 
there will be no waste space and 
so that utensils may be used in 
more than one way. 


New type french fryer 


A handy size pan for use on 
stove or grid top has been de- 
signed with the same features as 
the large floor and table models 
(MrD-1*). The pan has a sharp, 
inverted V-bottom, which creates 
two zones: (1) A heat zone, about 
4 inches from the bottom of the 
pan, which traps heat and keeps 
shortening to temperature in the 
cooking area, and (2) a cold zone 
at the bottom perimeter of the 
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pan, into which food crumbs fall 
from the heat zone. 

This deep fat french fryer can 
be used in small, _ short-order 
kitchens as regular equipment and 
in large kitchens for off-hour small 
orders. It is available in 6 and 9 
quart sizes.—-M. G.. 


*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 
quiries to HospiTats, Editorial Department, 
18 E. Division Street, Chicago 10, listing 
the code numbers that follow the items. 





DUTTA LLL 











following pages. 


These menus reduce to a minimum the number of 
diets, simplify planning, decrease costs and conserve 
food preparation time. The general diet forms the 
basis of the seven most commonly used special hospi- 
tal diets. All except the liquid diets have been planned 
to include the nine food essentials and servings re- 
quired for nutritional adequacy. The menus are adap- 
table for selective service by greater variety in the 14. 
choice of the two dinner and supper meats. 


Consideration is also given flavor, variety, attrac- 17. 
. Chocolate Ice Cream 


tiveness and general acceptance by patients. Color 9’ 
is a factor, and color combinations must harmonize. 3{- Fresh Apple 
Foods in each meal are planned in a variety of forms, 
not all flat, high, or round but a pleasing combina- 93. 
tion of shapes. Consistency, too, is important, and 
here the accent is on variety. If some foods are served 
in a soft form, a crisp food is included in the meal. 26. 


To use these menus, (1) read the selections for the 3¢° 





Master Menus for April 


THE APRIL SERIES of the American Hospital As- 
sociation’s Master Menu is printed on this and the 





Orange Sauce 
. Roast Chicken 


10 
11 
12. Riced Potatoes 
13. Broccoli 


. Mashed Potatoes 











April 1 April 2 
1. Orange Juice 1. Sliced Banana 
2. Orange Juice 2. Apple Juice 
3. Crisp Corn Cereal or 3. Farina or Raisin Bran 
Granular Wheat Cereal Flakes 
4. Poached Ege 4. Scrambled Egg 
5. Crisp Bacon 5. Grilled Ham 
6. Danish Coffee Ring 6. Toast 
7. Consomme a la Royal 7. Grapefruit Juice 
8. Melba Toast 8. 
9. Roast Duckling with 9. Roast Leg of Lamb, Mint 


Sauce 
10. Roast Leg of Lamb 
11. Pimiento Potato Souffle 
12. Parslied New Potatoes 
13. Sliced Carrots 













general (boldface type) and seven special diets, (2) = 


type the day-by-day menu suggestions on transfer 31. 
slips, spaced and numbered to correspond with the 33° 
Master Menu Wall charts, and (3) attach the com- 3! Citrus Fruit Cup 
pleted slips on the spaces and corresponding numbers 


on the breakfast, dinner and supper wall charts. 

Additional blocks of perforated transfer slips and 
Master Menu kits may be purchased from the Asso- 
ciation, 18 E. Division Street, Chicago 10. 
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Diced Yellow Squash 


. Apple, Celery and Raisin 


Salad 


. Cooked Salad Dressing* 


Chocolate Ice Cream 
Cranberry Ice 


Apricot Nectar 





. Corn Chowder Supreme 


Crisp Crackers 


. Hamburger on Toasted 


Bun—Pickle Chips 


. Broiled Chopped Steak— 


Peas 
Broiled Chopped Steak— 


eas 
Baked Potatoes 





Tossed Salad 
Clear French Dressing 
Canned Prune Plums 


32. Canned Fruit Cup 








Baked Custard 


Tomato Juice 








*Recipes are in the second edi- 
tion of 
Service,” published by the U.S. 
Department 
Copies may be obtained by writ- 
ing to HosprTats, Editorial Staff, 
18 E. Division Street, Chicago 10. 


“Recipes for Quantity 


of Agriculture. 





. Fresh Spinach 
. Shredded Cabbage and 


Green Pepper Salad 


. Olive French Dressing 
. Orange Raisin Layer Cake, 


Orange Icing 


. Orange Layer Cake 
. Raspberry Rennet-Custard 
. Unsweetened Boysen- 


berries 


. Cream of Celery Soup 





. Chicken Gumbo Soup 
. Saltines 
. Baked Stuffed Peppers 


with Spaghetti and 
Tomato, Cheese Sauce 


. Spaghetti with Tomato 


Puree—Cottage Cheese 


. Broiled Veal Chop 

. Spaghetti 

. Sliced New Beets 

. Hearts of Escarole Salad 
. Parisian Dressing 

. Canned Apricots—Peanut 


Butter Cookies 


32. Canned Peeled Apricots 
33e Lime Gelatin 

34. Unsweetened Apricots 
35. Grapefruit Juice 


. Crusty Rolls 


April 3 


a. 
2. 


Half Grapefruit 
Prune Juice with Lemon 
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Golly, my favorite dolls and my own favorite 
cereal. They’re sure treating me swell here! (Right, 
Sue! Kellogg’s are a swell treat. They’re favorites 
with kids and grownups the country over.) 


Breakfast rounds sure go fast with Kellogg’s 
Individuals helping out. So easy to serve— 
so convenient. And Kellogg’s wide assort- 
ment of cereals offers everyone a choice. 


i-~. 


For home or hospital—Kellogg’s get my approval. 
They’re so nutritious and easy to digest. And all 
Kellogg cereals either are made from the whole 
grain or are restored to whole-grain levels of 
thiamine, niacin and iron! 


%, 
MADE BY 


THE GREATEST NAME IN CEREALS 
Battle Creek and Omaha 


KELLOGG’S CORN FLAKES ¢ RICE KRISPIES + PEP 








AND LOOK AT THESE SPEEDY, SANITARY, “EASY-OPENER” 
INDIVIDUALS! SO SIMPLE, EVERYBODY LIKES THEM! 








Be sure your wholesaler salesman keeps your 
assortment of Kellogg’s complete at all times. 


KELLOGG’S 40% BRAN FLAKES «+ CORN-SOYA 


KRUMBLES + KELLOGG’S SHREDDED WHEAT + KELLOGG’S RAISIN BRAN FLAKES ¢ ALL-BRAN 
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. Crisp Rice Cereal or 
Hominy 

. Soft Cooked Egg 

. Crisp Bacon ; 

. Cinnamon Raisin Bread 
Toast 


. Beef Bouillon 

. Toasted Crackers 

. Meat Pie with Meat Balls 
in Biscuit Topping, 
Doughnut Shape 

. Broiled Chopped Steak 

. Stuffed Baked Potatoes 
with Parsley and Onion 

. Baked Potatoes 

. Corn O’Brien 

zreen Beans 

. Lettuce, Spinach and 
Radish Salad 

. Vinegar-Oil Dressing 

. Apple Crisp, Whipped 
Cream 

. Sliced Pear Gelatin, 
Whipped Cream 

9, Strawberry Gelatin Cubes 
. Orange and Banana Cup 
. Blended Citrus Juice 


. Tomato Bouillon 
3. Whole Wheat Wafers 
. Sealloped Oysters— 
Paprika Celery Curls 
. Fluffy Omelet—Asparagus 


Tips 
. Fluffy Omelet—Asparagus 
ips 
. Potato Balls 


. Fresh Pear and Straw- 
berry Salad 

. French Dressing 

. Jelly Roll 

. Prune Whip 

. Vanilla Blanc Mange 

. Unsweetened Applesauce 

. Pineapple Juice 

. French Bread 


April 4 
. Fresh Pineapple 
. Orange Juice 
. Rolled Wheat or Corn 
Flakes 
. Baked Ege 
. Crisp Bacon 
. Toast 


. Consomme 

. Saltines 

. Baked Glazed Canadian 
Bacon 

. Roast Beef 

. Candied Sweet Potatoes 

. Riced Potatoes 

. Kale or Turnip Greens 

. Quartered Carrots 

Banana and Cherry Salad 

. Cream Mayonnaise 

. Lemon Snow Pudding, 
Custard.Sauce 

. Lemon Snow Pudding, 
Custard Sauce 

. Lemon Snow Pudding 

. Unsweetened Royal Anne 
Cherries 

. Cranberry and Apple Juice 


7 
8 
9 
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. Cream of Mushroom Soup 

. Crisp Crackers 

. Country Fried Liver— 
Sealloped Potatoes with 
Onions 

. Broiled Liver—Spinach 

. Broiled Liver—Spinach 

. Baked Sweet Potatoes 


. Tomato and Celery Salad 
. Herb French Dressing 

. Royal Anne Cherries 

. Royal Anne Cherries 

. Soft Custard 

. Fresh Pear 

. Grapefruit Juice 

. Raisin Bran Muffins 


April 5 
1. Tomato Juice 
2. Tomato Juice 
3. Wheat and Barley Kernels 
or Farina 
. Scrambled Ege 
. Link Sausages 
. Toast 


7. Beef Bouillon 


*Recipes are in the second edi- 
tion of “Recipes for Quantity 
Service,” published by the U.S. 
Department of Agriculture. 
Copies may be obtained by writ- 
ing to Hospitats, Editorial Staff, 
18 E. Division Street, Chicago 10. 
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§. Crisp Crackers 

. Roast Leg of Veal with 
Dressing 

. Roast Leg of Veal 

. Browned Potatoes 

. Paprika Potatoes 

. Dieed Celery and Pimiento 

. Green Peas 

. Orange and Avocado Salad 

. French Dressing 

. Raspberry Sherbet 

. Raspberry Sherbet 

. Raspberry Sherbet 

. Diced Orange Cup 

. Pineapple Juice 


. Oyster Bisque 
. Oyster Crackers 
. Savory Spanish Rice 
. Minced Beef 
. Hot Beef Cubes 
27. Steamed Rice 
8. Asparagus Tips 
. Molded Cottage Cheese 
Salad* 
. Blueberry Pie 
32. Canned Peaches 
. Chocolate Rennet-Custard 
. Unsweetened Peaches 
. Blended Citrus Juice 
. Cornbread Squares 


April 6 

. Fresh Anjou Pear 

. Apricot Nectar and Lemon 

Juice 

. Oatmeal or Crisp Rice 
Cereal 

Poached Ege 

Crisp Bacon 

Twin Mountain Muffins 


Sone © Ne 


Essence of Vegetable Soup 

Saltines 

Golden Brown Flounder 
Fillets—Tartar Sauce 

. Broiled Flounder Fillets 

Potatoes au Gratin 

Riced Potatoes 

. Frozen Baby Lima Beans 

. New Beets with Greens 

. Ieed Celery Sticks and 

Radish Roses 


io 
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. Strawberry Shortcake 

. Sliced Banana in Orange 
Juice 

. Strawberry Gelatin Cubes 
. Strawberry and Banana 
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Cup 
. Apple Juice 


. Cream of Tomato Soup 
. Melba Toast 
. Tuna Vegetable Pie with 
Pinwheel Cheese 
Biscuit 
5. Creamed Tuna 
5. Poached Salmon 
. Baked Potatoes 
. Green Beans 
29. Grapefruit and Red Apple 
Section Salad 
. Clear French Dressing 
. Applesauce Cake with 
Lemon Butter Icing 
. Apricot Whip 
. Vanilla Rennet-Custard 
. Unsweetened Plums 
. Pineapple Juice 
. Bread 


April 7 


Half Grapefruit 

. Orange Juice 

. Puffed Rice or Rolled 
Wheat 

Soft Cooked Egg 

. Crisp Bacon 

. Toast 
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Mushroom Bouillon 

Crisp Crackers 

Meat Loaf, Creole Sauce 

. Broiled Beef Pattie 

Watercress Potatoes 

Steamed Potatoes 

. Green Peas and Mushrooms 

. Yellow Squash Rings 

Peach Cup Salad 

Cream Mayonnaise 

. Prune Chiffon Pie 

. Prune Chiffon Pudding 

. Vanilla Rennet-Custard 

. Unsweetened Fruit 
Cocktail 

21. Cherry Nectar 

22. Cream of Asparagus Soup 

23. Creutons 

24. Broiled Ham—Baked 

Banana in Lemon Syrup 
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. Scrambled Eggs with 
Noodles 

. Broiled Veal Steak 

27. Noodles 

. Fresh Spinach -° 

. Green and Red Cabbage 
Salad 

. Tarragon Dressing 

. Orange Marmalade Bread 
Pudding 

. Applesauce 

. Baked Custard 

. Unsweetened Applesauce 

. Tomato Juice 

. Bread 


April 8 

. Sliced Banana 

. Grapefruit Juice 

. Farina or Shredded Wheat 

. Scrambled Ege 
General) 

. Crisp Bacon 

. Griddle Cakes—Crisp 
Bacon 


. Consomme with Lemon 

Slice 

. Saltines 

. Roast Turkey with Dress- 
ing—Cranberry Sauce 

. Roast Turkey 

. Mashed Potatoes 

. Mashed Potatoes 

. Cauliflower Polonaise 

. Sliced Carrots 

. Molded Ginger 
Salad 

. Mayonnaise* 

. Butterscotch Sundae 

. Lime Sherbet 

. Lime Sherbet 

. Grapefruit Sections 

. Peach Nectar 


Ale Fruit 
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. Black Bean Soup 

. Crisp Crackers 

. Chinese Omelet 

. Welsh Rarebit 

. Omelet with Grilled 
Turkey Livers 

. Baked Potatoes 

. Fresh Asparagus 

. Sliced Tomato Salad 

. Paprika French Dressing 

. Canned Pears—Date 
Cookies 

. Canned Pears 

3. Vanilla Ice Cream 

. Fresh Pear : 

. Blended Citrus Juice 

. Bread 


April 9 

. Orange Halves 

. Orange Juice 

Corn Flakes or Granular 
Wheat Cereal 

Poached Ege 

Crisp Bacon 

. Raisin Toast 
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Beef Bouillon 

Crisp Crackers 

. Deviled Pork Chop— 
Spiced Prunes 

. Broiled Veal Chop 

. Parslied New Potatoes 

New Potatoes 

Stewed Tomatoes 

. Green Peas 

. Waldorf Salad 


© o0-] 


. Caramel Cup Custard 
..Caramel Cup Custard 

. Lemon Rennet-Custard 
. Unsweetened Peaches 
. Grape Juice 
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RSD OMNIA RODE S 


. Philadelphia Pepper Pot 
. Saltines 
. Salisbury Steak—Brown 
Mushroom Gravy 
. Minced Beef 
. Broiled Steak 
. Parslied Potato Balls 
. Green Beans 
. Head Lettuce Salad 
. Blue Cheese Dressing 
. Fruited Gelatin, Whipped 
Cream 
. Canned Fruit Gelatin 
. Caramel Cup Custard 
34. Unsweetened Boysen- 
berries 
5. Grapefruit Juice 
36. Butterscotch Pecan Rolls 


April 10 


1. Fresh Strawberries 

2. Pineapple Juice 

3. Seotch Bran Brose or 
Wheat Flakes 


bor 
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. Scrambled Egg 
. Grilled Canadian Baco 
. Toast 


. Minted Orange Juice 


: English Lamb and 


Vegetable Pie 


. Broiled Lamb Pattie 


. Riced Potatoes 

. Broccoli 

. Julienne Beets 

. Tomato Salad 

. Mayonnaise 

. Graham Cracker, Pine- 


apple Ice Box Pudding 


. Creamy Rice Pudding 
. Raspberry Gelatin 

. Fresh Pineapple Cup 
. Cream of Pea Soup 


. Chicken Noodle Soup 
. Melba Toast 
. Creamed Chicken on 


Steamed Rice 


. Creamed Chicken 

. Hot Sliced Chicken 

. Steamed Rice 

. Sliced Carrots 

. Pink Grapefruit Section 


Salad 


. French Dressing 

. Burnt Sugar Layer Cake 
. Royal Anne Cherries 

. Baked Custard 

. Unsweetened Cherries 


35. 
36. 


Tomato Juice 
Bread 


April 11 
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. Orange Juice 
. Blended Citrus Juice 
. Puffed Wheat or Farina 


Poached Egg 
Crisp Bacon 
Toast 


Consomme 


. Saltines 
. Stuffed Breast of Veal 
. Roast Veal 


Paprika Potatoes 


. Paprika Potatoes 

. Green Beans 

. Frozen Mashed Squash 

. Molded Cranberry, Apple 


and Almond Salad 


. Cream Mayonnaise 
. Dried Apricot Cobbler, 


Whipped Topping 


. Chocolate Pudding 
. Whipped Lime Gelatin 
. Unsweetened Fruit 


Cocktail 


21. Apricot Nectar 


. Seotch Barley Soup 
. Crisp Crackers 
. Banana, Pineapple, Peach, 


Fig and Strawberry 
Salad—Grilled Snappy 
Cheese on Split Biscuits 


. Broiled Chopped Steak— 


Asparagus 


. Broiled Chopped Steak— 


Broiled Tomato 


. Stuffed Baked Potatoes 


: Celery Hearts 


31. Chocolate Cream Pie 
. Banana and Orange Cup 
. Chocolate Pudding 
. Banana and Strawberry 


Cup 


. Grapefruit Juice 
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. Riced Potatoes 
. *Baked Sliced Eggplant 
. Quartered Carrots 


ril 12 


. Sliced Bananas 


Apple Juice 
Rolled Wheat or Crisp 
Rice Cereal 


. Soft Cooked Ege 


Crisp Bacon 
Sweet Rolls 


Tomato Juice 


Beef a la Mode 
Pot Roast Beef 
Mashed Potatoes DISHWAS 


18 Mos 


Head Lettuce Salad 
Thousand Island Dressing 


. Hot Fudge Sundae 


Canned Peaches with 
Lemon Sherbet 

Lemon Sherbet 

Unsweetened Peaches 


HOSPITALS 


Are You MISSING Part of the Hobart Story: 


How extensive is your Hobart equipment? One 
or two machines tell only part of the complete 
Hobart story. Each Hobart product demonstrates 
the calibre of all the rest—those that you have 
can open your eyes to the true value of a complete 
Hobart installation. 

Right now, if you only profit from a partial 
Hobart installation, do this: 


1. Check on the length of time it has served you. 
2. Think over the efficient, trouble-free way that 
it has performed. 

3. Figure its efficiency in actual hours of use. 

4. Assess the value of Hobart cleanness in design 
and performance. 


5. Appraise the true value of Hobart service— 
from the machines themselves and the trained 
service organization back of them. 


Remember, each Hobart food, kitchen and bakery 
machine is built’ as an endorsement of every other 
Hobart food machine. There’s only one Hobart 
standard. Look over the full list (below). Add the 
values you've chalked up above. That’s Hobart 
quality. You'll want to look into the full line for 
the full story, and include it in your plans. 


DISHWASHERS GLASSWASHERS PEELERS FOOD SLICERS FOOD CUTTERS MEAT CHOPPERS MEAT SAWS TENDERIZERS COFFEE MILLS SCALES 
18 Models 2 Models 3° Models 3 Models 2 Models 7 Models 2 Models 2 Models 4 Models 12 Models 


& Hobs rt Food Machines 


TRADE MARK 


one THE HOBART MANUFACTURING COMPANY e¢ TROY, OHIO 
The World’s Largest Manufacturer of Food and Kitchen Machines 
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. Cream of Potato Soup 


Pom conoe 


AIDC MOD HOD O-7 


COMA ORO DO SO AT Dole Cobo 





. Cream of Mushroom Soup 
. Melba Toast 
. Scalloped Potatoes with 


Ham—Watermelon 
Pickle on Cress 


. Minced Lamb 

- Broiled Lamb Steak 

. New Potatoes 

. Fresh Spinach 

. Layer Orange and Cottage 


Cheese Salad 


. Cream Mayonnaise 
. Coffee Gelatin, Whipped 


Cream 


. Coffee Gelatin 

. Coffee Gelatin 

. Unsweetened Applesauce 
. Mixed Fruit Juice 

. Hot Biscuits—Honey 


April 13 


Half Grapefruit 


. Orange Juice 


Corn Flakes or Granular 
Wheat Cereal 


. Scrambled Ege 
. Crisp Bacon 


Toast 


Essence of Celery Soup 
Saltines 
Baked Codfish Loaf 


- Broiled Cod Fillets 


Baked Potatoes 
Baked Potatoes 


. Green Peas and Celery 

. Wax Beans 

. Spring Salad Bowl 

. French Dressing 

. Strawberry and Rhubarb 


Pie 


. Strawberry Bavarian 
. Strawberry Gelatin 
. Diced Orange and 


Strawberries 


. Fruitade 


- Cream of Spinach Soup 
. Croutons 
. Pan Fried Red Snapper, 


Tartar Sauce—Mashed 
Potatoes 


- Broiled Red Snapper 
- Broiled Red Snapper 
. Mashed Potatoes 
. Sliced New Beets 
29. Celery Hearts, Rose 


Radishes 


. Fruit Cup 

- Canned Fruit Cocktail 
-. Baked Custard 

. Unsweetened Fruit 


Cocktail 


. Blended Citrus Juice 
. Lemon Muffins 


April 14 


- Tomato Juice 

- Tomato Juice 

. Farina or Bran Flakes 
- Poached Ege 

- Grilled Ham 


Toast 


- Mushroom Bouillon 
- Crisp Crackers 


Fricassee of Veal 


- Broiled Veal Pattie 
. Fluffy Rice 


Fluffy Rice 


. Fresh Asparagus 

. Straightneck Squash Rings 
- Apricot a la Naturel Salad 
. Cream Mayonnaise 

. Crusty Cherry Cobbler 

. Cherry Sponge 

. Cherry Sponge 

- Fresh Pineapple 

- Apricot Nectar 


- Pineapple Juice with 


Raspberry Sherbet 


- Broiled Shoulder Lamb 


Chop—Baked Potatoes 


- Broiled Lamb Chop 

- Broiled Lamb Chop 

- Baked Potatoes 

. Sliced Carrots 

-. Escarole and Cress Salad 
- Russian Dressing 

. Marble Cake Squares 

. Canned Pears 

. Chocolate Blanc Mange 


Insweetened Pears 


. Consomme 
. Bread 


April 15 
rk 
2. 


Sliced Oranges 
Blended Citrus Juice 


116 








3. Wheat Flakes or Oatmeal 
4. Soft Cooked Egg 

5. Crisp Bacon 

6. Raisin Toast 
7 
8 


: Beef Bouillon 

. Saltines 

9. Virginia Baked Ham 
10. Broiled Steak 
11. Creamed New Potatoes 
12. New Potatoes 
13. Whole Kernel Corn 
14. Fresh Spinach 
15. Stuffed Prune Salad 
16. Mayonnaise 
17. Butter Pecan Ice Cream 
18. Raspberry Sherbet 
19. Raspberry Sherbet 
20. Unsweetened Fruit 

Compote 

21. Apple Juice 


22. Cream of Asparagus Soup 

23. Crisp Crackers 

24. Sealloped Turkey and 
Noodles 

25. Scalloped Turkey and 
Noodles 

26. Hot Sliced Turkey 

27. Noodles 

28. Green Beans 

29. Fresh Pineapple Fan and 
Strawberry Salad 

30. French Dressing 

31. Angelfood Cake 

32. Sliced Peaches—Angelfood 
Cake 

33. Baked Custard 

34. Unsweetened Peaches 

35. Mixed Fruit Juice 

36. Bread 


April 16 

1. Sliced Banana 

2. Prune Juice 

3. Farina or Wheat and 

Barley Kernels 

4. Scrambled Egg 

5. Crisp Bacon 

. Cinnamon Buns 


- Tomato Juice 


6 

§ 

&, ———. 

9. Braised Beef Chuck 

0. Broiled Liver 

1. Mashed Potatoes 

2. Riced Potatoes 

3. Parslied Cauliflower 

4. Julienne Carrots 

5. Tossed Salad 

6. Celery Seed French 

Dressing 

17. Baked Indian Pudding 
with Vanilla Ice Cream 

18. Vanilla Ice Cream 

19. Lemon Rennet-Custard 

20. Unsweetened Royal Anne 
Cherries 

21. Cream of Vegetable Soup 


22. Mulligatawny Soup 

23. Saltines 

24. Potato Salad—Ham and 
Cheese Sandwich 

25. Minced Beef—Peas 

26. Cold Roast Beef—Peas 

27. Paprika Potato Balls 


29. Iced Relishes 


31. Pear, Plum and Apricot 
Compote 

32. Pear and Strawberry 
Gelatin 

33. Strawberry Gelatin 

34. Fresh Pear 

35. Orange Juice 


April 17 


1. Half Grapefruit 

2. Blended Citrus Juice 

3. Crisp Rice Cereal or 
Granular Wheat Cereal 

4. Poached Egg (Omit on 
General) 

5. Crisp Bacon 

6. FrenchToast—Syrup— 
Bacon 


- Mushroom Bouillon 
. Crisp Crackers 
. Browned Veal Patties, 
Piquant Gravy 
- Broiled Veal Pattie 
Parslied Potatoes 
. Parslied Potatoes 
. Sliced Beets 
Wax Beans 
Pear and Grated Cheese 
Salad 
. French Dressing 
. Strawberry Whipped 
Cream Tarts 
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. Rebecca Pudding with 


elly 
. Rebecca Pudding with 


Jelly 


. Fresh Strawberries 
. Apricot Nectar 


. Split Pea Soup 
. Croutons 
. Serambled Eggs in 


Sauteed Bologna Cups 


. Scrambled Egg—Crisp 


Bacon 


. Broiled Salmon Steak 
. Baked Potatoes 

. Fresh Spinach 

. Shredded Cabbage and 


Green Pepper Salad 


. Tarragon Dressing 

. Fresh Fruit Cup 

. Canned Fruit Cocktail 
. Baked Custard 

. Unsweetened Fruit 


Cocktail 


. Mixed Fruit Juice 
. Corn Meal Rolls 


April 18 
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. Orange Juice 


Orange Juice 


. Oatmeal or Corn Flakes 


Soft Cooked Egg 


. Crisp Bacon 


Toast 


Consomme with Lemon 
lice 


. Saltines 
. Turkey a la King on 


Split Biscuits 


. Hot Sliced Turkey 


. Riced Potatoes 
. Broccoli 


Diced Straightneck Squash 
Frozen Fruit Salad 


Chocolate Fudge Layer 
Cake 
Chocolate Blane Mange 


. Chocolate Blanc Mange 
. Unsweetened Boysen- 


berries 


. Blended Citrus Juice 


. Potato and Chive Soup 
. Crisp Crackers 
. Grilled Link Sausages— 


Corn Fritters 


. Minced Lamb—Carrot 


Balls 


. Broiled Lamb Steak— 


Carrot Balls 


. Parslied Potatoes 


: Mixed Green Salad 
. Clear French Dressing 
. Fresh Pineapple Cup— 


Sugar Cookies 


. Grapefruit in Grenadine 
. Whipped Lime Gelatin 

. Fresh Pineapple 

. Tomato Juice 

. Bread 


April 19 


5 
2. 
3. 
4. 
5. 
6. 


Blended Citrus Juice 
Blended Citrus Juice 
Crisp Oat Cereal or Farina 
Scrambled Egg 

Grilled Canadian Bacon 
Toast 





. Beef Bouillon 

. Crisp Crackers 

. Stuffed Flank Steak 

. Broiled Steak 

. French Fried Potatoes 
. New Potatoes 

. Tomatoes and Pearl Onions 
. Asparagus Tips 

. Tossed Salad 

. Herb French Dressing 
. Hot Apple Tapioca, 


Gingersnap Hard Sauce 


. Orange Floating Island 
. Orange Gelatin Cubes 


Orange Sections 


. Cherry Nectar 





. Turkey Vegetable Soup 
. Saltines 
. Cheese Macaroni Casserole 


with Sliced Stuffed 
Olives 


. Cheese Macaroni Casserole 
. Broiled Veal Steak 

. Baked Macaroni in Broth 

. Green Beans 

. Banana and Grapefruit 


Salad on Cress 


. French Dressing 
. Peppermint Stick Ice 


Cream 










. Prune Whip 
33. Peppermint Stick Ice 
Cream 
34. Unsweetened Boysen- 
berries 
35. Pineapple Juice 
36. Blueberry Muffins 


April 20 

. Sliced Banana 

. Pineapple Juice 

Rolled Wheat or Crisp 
Corn Cereal 

. Poached Ege 

. Crisp Bacon 

Toast 


Shoe 


Ole 


Tomato Juice 





. Shrimp Newburg on 

Toast Points 

. Broiled Whitefish 

. Browned Paprika 
Potatoes 

. Paprika Potatoes 

. Green Peas 

. Tender Beet Greens 

. Celery Hearts 
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Rhubarb Cobbler 

. Bread Pudding, Jelly 

. Whipped Lemon Gelatin 

. Unsweetened Apricots 

21. Cream of Asparagus Soup 

22. Southern Bisque 

23. Crisp Crackers 

24. Toasted Tuna Salad Sand- 
wich—Spiced Crabapple 
on Cress—Potato Chips 

25. Creamed Tuna—Peas 

26. Cold Tuna on Lettuce 
Spinach 

27. Stuffed Baked Potatoes 

oR 
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29. Cucumber Sticks and 
Radish Roses 

30. ——— 

31. Cup Cakes with Straw- 
berry Fluff Icing 

32. Canned Peeled Apricots 

33. Baked Custard 

34. Fresh Strawberries 

35. Orange Juice 

36. 





April 21 
1. Orange Halves 
2. Prune Juice with Lemon 
3. Wheat Flakes or Oatmeal 
4. Scrambled Egg 
5. Crisp Bacon 
6. Raisin Toast 


7. Consomme 

8. Saltines 

9. Roast Loin of Pork, 
Spiced Applesauce 

10. Roast Beef 

11. Baked Yams 

12. Mashed Potatoes 

13. Turnip Greens 

14. Carrot Balls 

15. New Cabbage, Pineapple 
and Marshmallow Salad 


17. Cottage Pudding, 
Chocolate Nut Sauce 

18. Cottage Pudding, 
Chocolate Sauce 

19. Chocolate Rennet-Custard 

20. Unsweetened Fruit 
Compote 

21. Apricot Nectar 


22. Potage Longchamps 

23. Croutons 

24. Shepherd’s Pie en 
Casserole ; 

25. Broiled Lamb Pattie 

26. Broiled Lamb Pattie 

27. Baked Yams 

28. Sliced Beets 

29. Romaine and Lettuce 
Salad Bowl 

30. Herb French Dressing 

31. Peach Halves with Frozen 
Raspberries 

32. Applesauce 

33. Soft Custard 

34. Unsweetened Applesauce 

35. Grapefruit Juice 

36. Honey Raisin Buns 


April 22 

. Half Grapefruit | 

. Blended Citrus Juice 

Hominy or Wheat and 
Barley Kernels 

. Poached Egg 

. Crisp Bacon 

Cinnamon Breakfast 

Muffins 


Oe one 
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SALTINE CRACKERS 


“More people buy NABISCO’S Saltines than any other cracker” 


CUT FOOD COST... 
BY CUTTING WASTE: 


You get a real bonus in the new cello- 
phane-wrapped PREMIUM Saltine 
Crackers! There is no waste caused by 
sogginess or staleness .. . no waste of 
“bottom-of-the-box” pieces and crumbs 
... no waste of time in handling unused 
crackers and trying to keep them fresh. 
Every PREMIUM Saltine packet you 


buy earns a profit! 


BUILD PROFITS... 
BY SERVING QUALITY! 


Your patrons know that PREMIUM 
Saltine Crackers in cellophane packets 
are always fresh, crisp and whole. They 
like the clean eye appeal of the package. 
And they'll enjoy having salty, flaky 
PREMIUM Saltine Crackers with soup 
and other dishes—or as a substitute for 
bread and rolls—even though it’s a 


money-saver for you! 


* SNOWFLAKE SALTINE CRACKERS in the Pacific states 








HOLLAND RUSK 


‘America's Finest Toast!"’ 


Delicious—nutritious—convenient. Rich in » 


eggs, its high food value helps you reduce 
portions of more expensive companion 
foods. Always crisp under creamed 
foods . . . wonderful in crumb recipes! 


A PRODUCT OF 


MARCH 1951, VOL. 25 
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NABISCO 


National Biscuit Co., Dept. 26, 449 W. 14 St., New York 14, N. Y. 
Please send your booklet “Around the clock with NABISCO.” 


Name Title. 





Organization 





Address. 





City. State. 





NATIONAL BISCUIT COMPANY 





. Mushroom Consomme 

. Melba Toast 

. Oven-baked Chicken, 
Cream Gravy 

. Roast Chicken 

. Steamed Rice 

. Steamed Rice 

. Parslied Wax Beans 

. Peas 

. Hearts of Lettuce Salad 

. Chiffonade Dressing 

. Fresh Strawberry Sundae 

. Vanilla Ice Cream 

- Orange Sherbet 

. Fresh Pineapple and 
Strawberries 

. Apple Juice 


. Chicken Noodle Soup 
3. Saltines 

. Ham and Fresh Asparagus 
on Toast, Cheese Sauce 

. Welsh Rarebit—Asparagus 

. Cold Roast Beef— 
Asparagus 

. Paprika Potato Balls 


: Carrot Sticks and Ripe 
Olives 


. Fresh Pineapple—Rolled 
Oats Macaroons 

. Royal Anne Cherries 

. Vanilla Ice Cream 

. Unsweetened Cherries 

- Tomato Juice 


April 23 


. Orange Juice 

. Orange Juice 

. Corn Flakes or Rolled 
Wheat 

. Soft Cooked Ege 

. Grilled Chicken Livers 

- Toast 


*Recipes are in the second edi- 
tion of “Recipes for Quantity 
Service,” published by the U.S. 
Department of Agriculture. 
Copies may be obtained by writ- 


. Consomme 
. Saltines 
. Veal Steaks in Lemon 


Barbecue Sauce 


. Roast Veal Loin 

. Sealloped Potatoes 

. Noodles 

. Whole Kernel Corn 

. New Beets and Greens 
. Jellied Crisp Vegetable 


Salad 


. Mayonnaise 

. Washington Cream Pie 
. Washington Cream Pie 

. Whipped Cherry Gelatin 
. Fresh Apple 

. Pineapple Juice 


. Fresh Tomato Soup 
. Crisp Crackers 
. Sauteed Chopped Beef and 


Mushrooms—Potato 
Cheese Surprise* 


. Broiled Chopped Steak 
. Broiled Chopped Steak 
. Potato Puffs 

. Patty-Pan Squash with 


Lemon Juice 


. Ieed Radishes and 


Seallions 


. Glazed Baked Apple 

- Canned Peaches 

. Cream Custard 

. Unsweetened Peaches 
. Blended Citrus Juice 
. Bread 


April 24 


1. 
2. 
3. 
4. 
5. 
6. 


Fresh Strawberries 
Grapefruit Juice 
Oatmeal or Puffed Wheat 
Scrambled Ege 

Crisp Bacon 

Toast 


Tomato Bouillon 
Whole Wheat Crackers 


Stew 
. Hot Cubed Beef 


. Baked Parsnips 

. Spinach, Lemon Wedge 

. Sliced Head Lettuce Salad 
. Sweet French Dressing* 
. Southern Pecan Pie 

. Orange Bavarian 

. Orange Rennet-Custard 

. Diced Orange Cup 

. Peach Nectar 


. Cream of Celery Soup 
. Saltines 
. Hot Turkey Sandwich— 


Peach Cup with Cran- 
berries on Cress—Shoe- 
string Potatoes 


. Hot Sliced Turkey 
. Hot Sliced Turkey 
. Baked Potatoes 

. Fresh Asparagus 
. Celery and Olives 


. Jellied Fruit 

. Canned Fruit Gelatin 
. Raspberry Gelatin 

. Unsweetened Fruit 


Cocktail 


. Orange Juice 


April 25 


. Half Grapefruit 
. Apricot Nectar with Lime 


Juice 


. Shredded Wheat or Farina 
. Poached Egg (Omit on 


General) 


. Link Sausages 
. Griddle Cakes—Link 


Sausages 


. Beef Bouillon 
. Melba Toast 
. Country Style Liver— 


French Fried Onion 
Rings 


. Broiled Liver 

. Stuffed Baked Potatoes 
. Baked Potatoes 

. Stewed Tomatoes 

. Green Beans 

. Chef’s Salad Bowl 


. Lemon Cheese Cake 

. Baked Custard, Apric.t 
Puree 

. Assorted Gelatin Cubh.s 

. Unsweetened Pear ari 
Plum Compote 

. Mixed Fruit Juice 


. Vegetable Soup 
. Toasted Crusts 


24. Ham-Deviled Eggs and 


Rice Casserole, Curry 
Sauce 
. Minced Veal 
. Broiled Veal Pattie 
Paprika Potatoes 
. Green Peas 
. Lettuce Wedge Salad 
. Pimiento French Dressing 
. Baked Cherry Rhubarb 
. Orange and Banana Cup 
. Baked Custard 
. Orange and Banana Cup 
. Pineapple Juice 
. Orange Raisin Rolls 


April 26 


. Sliced Oranges 

. Orange Juice 

Granular Wheat Cereal or 
Corn Flakes 

Soft Cooked Egg 

Crisp Bacon 

Butterscotch Pecan Rolls 


See gener 


. Mushroom Consomme 

. Saltines 

. Glazed Ham Slice 

. Roast Lamb 

. Baked Yams 

. Parslied Potatoes 

. Cauliflower 

. Sliced Carrots 

. Macaroon Banana Salad, 
Cherry Garnish 

. Cream Mayonnaise 

. Lime Sherbet 

. Lime Sherbet 

. Lime Sherbet 

. Grapefruit Sections 

. Grape Juice 


22. Brown Onion Soup 


ing to Hospirats, Editorial Staff, 
23. Crisp Crackers 


18 E. Division Street, Chicago 10. 


if 
8. 
9. Brown Beef and Vegetable 
0 
1 
2 


x New Potatoes . Chef’s Salad Dressing 





WORLD FAMOUS 


COLUMBUS 
HOSPITAL 


CHICAGO 
CHOOSES 


‘*CHF'’ Cast Iron Lifetime Porcelain Enamel Bases with 
Bright Chrome Columns installed in this dining room. 
ARCHITECT: Leonard Anthony Gliatto; GENERAL CON- 
TRACTOR: Warner Construction Co. 





TABLE BASES 


Unusual beauty matched by functional design in the new 
Columbus Hospital, Chicago, has made it one of the most 
modern hospitals in the world today! We are proud that “*CHF’’ 
Table Bases were selected for the doctors’ and nurses’ 
dining room in this outstanding establishment. 
“CHF” Gataleg/ 
Shows the entire line of 
**CHF’’ stools, tables and cos- 


tumers for restaurants, soda 
fountains and cafeterias. 


MANUFACTURERS OF RESTAURANT STOOLS, TABLES AND SANI-DRI ELECTRIC HAND AND HAIR DRYERS 
DISTRIBUTORS IN PRINCIPAL CITIES 


THE CHICAGO HARDWARE FOUNDRY CO. 


‘‘DEPENDABLE SINCE 1897"’ 











3535 COMMONWEALTH AVE. NORTH CHICAGO, ILL. 
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This hospital tray 

features an attractive 

low-sodium diet—cottage cheese 

salad, canned cling peach half, tea, cooked 

fresh vegetables, and delicious creamed, low-sodium 
Dietetic Tuna on toast. 


Here is a high-protein food that will do much to correct the deadly “menu 
monotony” of many restricted diets. 

Protein comprises about 92% of the total solids of DIETETIC TUNA... 
all essential amino acids are present in well-balanced quantities. 

DIETETIC TUNA contains less than 1% fat. 

Its low-sodium and low-cholesterol content make it extremely desirable for 
many uses in dietotherapy. 

There are many ways of serving DIETETIC TUNA .. . both Hot and Cold. 





A request on 

brofessional Stationery 

to Dept. H will bring a 
samples and bulletins. 





USE EITHER 


BRAND—THE 
QUALITY Is \ 
THE SAME witout ADDED Ol OR > 








TYPI CAL average compo- 


sition of drained contents 


Total solids 30.6% 
Protein 28.3% 
Fat 0.75% 
Cholesterol .07% 
Sodium 70 mg.% 
lodine 17 meg.% 
Fluorine 20 ppm 
Riboflavin 116 meg.% 
Niacin 13.7 mg.% 
Animal Protein 

Factor (B}.) 12 mcg.% 


(122 calories 
per 100 grams) 





WELL PROPORTIONED 


combination of all 
essential amino acids 


(Values given as 
percent of protein) 


Arginine 5.2 
Histidine ‘5.7 
Isoleucine 47 
Leucine 7.0 
Lysine 8.3 
Methionine 2.8 
Phenylalanine 3.5 
Threonine 4.1 
Tryptophan 1.1 
Valine 5.2 

















VAN CAM P LA BO RATO R | ES Division of Van Camp Sea Food Co., Inc., Terminal Island, California 


ITALS ‘MARCH 1951, VOL. 25 











24. Spaghetti with Italian 
Meat Balls—Parmesan 
Cheese 

25. Beef Cubes 

26. Beef Cubes 

27. Spaghetti with Tomato 
Puree 

28. Sliced Young Zucchini 

29. Raw Vegetable Salad Bowl 

30. Italian Dressing 

31. Fruit Plate—Pineapple 
Wedges and Whole 
Strawberries 

32. Canned Pears 

33. Floating Island 

34. Pineapple Wedges 

35. Blended Citrus Juice 

36. French Rolls 


April 27 


1. Grapefruit Juice 
2. Grapefruit Juice 
3 
4 



















3. Puffed Rice or Oatmeal 

. Scrambled Egg (Omit on 
General) 

5. Crisp Bacon 

6. French Toast Triangles— 
Jelly 











7. Essence of Celery Soup 

8: Paprika Crackers 

9. Oven Fried Fillets of 
Haddock 

10. Broiled Fillets of Haddock 

11. Sealloped Corn 

12. Riced Potatoes 

13. Latticed Beets 

14. Asparagus Tips 

15. Tossed Green Salad Bowl 

16. Clear French Dressing 

17. Fruit Ambrosia—Rich 
Cookies 

18. Grape Sponge—Cookies 

19. Grape Sponge 





> 


. Fresh Fruit Cup 











*Recipes are in the second edi- 
tion of “Recipes for Quantity 
Service,” published by the U.S. 
Department of Agriculture. 
Copies may be obtained by writ- 
ing to HospiTats, Editorial Staff, 
18 E. Division Street, Chicago 10. 











21. 


Pineapple Juice 





22. 
23. 
24, 


Manhattan Clam Chowder 


Oyster Crackers 


Eges Florentine—Broiled 


Tomato 


. Assorted Relishes 


. Creamed Eggs—Spinach 
. Broiled Salmon—Spinach 
. Baked Potatoes 


: Coffee Chiffon Pie with 


Shaved Chocolate 


. Applesauce 
. Coffee Chiffon Pudding 
. Unsweetened Applesauce 
. Orange Juice 

. Potato Rusks 


April 28 


Aim “Ore 


. Sliced Banana 


Tomato Juice 


Rolled Wheat or Crisp 


Corn Cereal 
Poached Egg 
Crisp Bacon 
Toast 
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19. 
20. 
21. 


Consomme a la Royal 


. Crisp Crackers 
. Roast Leg of Lamb— 


Currant Jelly 


Roast Leg of Lamb 


. Mashed Potatoes 
. Parslied Potatoes 
. Green Peas 

. Patty-Pan_ Squash with 


Lemon Juice 


Meringue 


Meringue 


Whipped Orange Gelatin 


. Carrot and Raisin Salad 
. Tapioca Custard with 


. Tapioca Custard with 


Unsweetened Apricots 


Cherry Nectar 





22. Cranberry Juice with 
Orange Sherbet 


23. 


24. Baked Corned Beef Hash 





35. 


36. 





. Broiled Veal Pattie 

. Broiled Veal Pattie 

. Paprika Potato Balls 

. Julienne Green Beans 

. Grapefruit Section Salad 
. French Dressing 

. Spicy Applesauce Torte, 


Hard Sauce 


. Prune Whip 
. Baked Custard 
. Unsweetened 


Boysenberries 
Beef Bouillon 
Hot Biscuits 


April 29 


coo aor wrnre 


. Orange Juice 


Orange Juice 
Bran Flakes or Farina 
Soft Cooked Egg 


. Grilled Canadian Bacon 


Corn Muffins 


. Julienne Vegetable 


Bouillon 


. Saltines 

. Roast Top Sirloin of Beef 

. Roast Beef 

. Franconia Potatoes 

. Steamed Potatoes 

. Broccoli 

. Quartered Carrots 

. Lettuce and Cress Salad 

. Honey Fruit Dressing 

. Chocolate Chip Ice Cream 
. Chocolate Chip Ice Cream 
. Lemon Sherbet 

. Fresh Pineapple 

. Apricot Nectar 


. Cream of Mushroom Soup 
. Toasted Crusts 
. Sardines on Crackers, 


Paprika Lemon, Potato 
Salad, Tomato Aspic on 
Lettuce 


. Minced Lamb—Peas 
. Cold Sliced Lamb—Broiled 


Tomato—Lettuce Salad 


7. Stuffed Baked Potatoes 


31. 


32. 
33. 
34. 


35. 
36. 








Pineapple Upside-dow a 
Sponge Cake, Whipped 
Cream 

Royal Anne Cherries 

Raspberry Rennet-Custard 

Unsweetened Royal Anne 
Cherries 

Grapefruit Juice 

Rye Bread 


April 30 


A. 
2. 
3. 
4. 
5. 
6. 


Half Grapefruit 

Prune Juice with Lemon 
Hominy or Wheat Fiakes 
Scrambled Egg 

Crisp Bacon 

Toast 





woos] 


. Consomme 
. Crisp Crackers 
. Spanish Pork Cutlet with 


Rice* 


. Roast Veal Loin 


. Riced Potatoes 

. Fresh Asparagus 

. Wax Beans 

. Green Cabbage Slaw 
. Sour Cream Dressing 
. Deep Dish Apple Pie 
. Cherry Sponge 

. Cherry Sponge 

. Fresh Strawberries 

. Mixed Fruit Juice 


. Cream of Broccoli Soup 
. Croutons 
. Meat Croquettes—Potatoes 


au Gratin 


. Broiled Chopped Beef 


Pattie 


. Broiled Chopped Beef 


Pattie 


. Cubed Potatoes 
. Sliced New Beets 
. Celery Hearts 


. Peach Meringue Cake* 
. Home Style Peaches 

. Baked Custard 

. Unsweetened Peaches 
. Pineapple Juice 

. Bread 
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APPLIED PLASTICS DIV., 


KEYSTONE 


The modern dinnerware molded of MELMAC 


Proved by years of service in leading 
restaurants, schools and institutions. 


6 


a 


service pieces designed for 
standard portions. In 8 gleaming colors. 
For money-saving ideas and the name 


of your nearest jobber, write to 
Ceuute ERIE, PA. 





BRASS WO 


aie 







RKS 














programs. 


from the: 


American Hospital Association 


18 East Division Street,’ 


A forceful approach ... 


. . . is required to beat inflation. 
The first and most important step 
is to set up records that will meas- 
ure the effectiveness of control 


“Food Cost Accounting  ... 


.. . is a manual written especially 
for the small hospital (and equally 
useful for the large hospital for 
charting day-to-day costs). It can 
be used as the guide for setting up 
those necessary records. Dietitians 
or other food service authorities 
in Association member hospitals 
may order copies 


($1.00 each) 





Chicago 10, Illinois 


——— 
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inom, what does it offer the HO SPITAL? 


A recent survey conducted by 
et with 


a leading hospital magazine 





shows that heavy tom meat- 





type turkeys are the most 
economical meat product 
used in a number of the 
nation’s best-run hospitals. 
Other advantages claimed 
for turkey on the hospital 


menu include these: 


*Economy of cutting info servings 

e Saving in labor and time in preparation 

¢ Turkey looks better for sandwich, plate or dinner use 

e Turkey costs less for ala king, fricassee, salad and pot pie dishes 

¢ It is suitable for general, soft, low-residue and other diets—high in nutritive value . 


¢ Popular with patients 
For a reprint of this eye-opening article, with 


cost and yield comparisons and other reliable 
NAT  o ] NAL data, use the attached coupon. 
T ry) ‘ea K ea Y rye Also, Ask for Free Booklet, '24 Protit- 


Making Turkey Dishes.” This booklet was 


F=EBE i ATION 4 : i 4 prepared to help restaurants, school lunch 


rooms and other institutional food purvey- 
MT. MORRIS, ILLINOIS se ors, but its practical recipes and authentic 

cost and yield data are equally useful for 

hospital dietitians and food buyers. 


NATIONAL TURKEY FEDERATION, Dept. H 
Mt. Morris, Illinois | 


(Please send me a FREE copy of pamphlet, "Turkey on the Hospital I 
Menu." ] 


CJ Also please send me a FREE copy of booklet, "24 Profit-Making 
Turkey Dishes." 


Name of Institution 
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This 
Ls Our 
Miss Gillam é i: 


Di 
the 
com! 


As one who eschews the lumpy potato, 
sandy spinach and oleaginous pork chops, 
Miss Gillam is ideally suited to direct the legis 
dietary services of the American Hospital Con; 
Association, a post she’s had for the past ally 
four years and which she conducts with ruar" 
a graciousness and proficiency that elicit i thi 
plaudits galore from members and non- hosp 
members alike. ays 

Few people in the hospital field have po 
made such impressive contributions toward deat 
the improvement of food and food ser- na 
vice in hospitals as Miss Gillam, whose lige 
interest in this specialized area dates from ant 
her first spoonful of porridge. Sti 

Miss Gillam’s creation of the Master Hill - 
Menu is, in itself, a dietary “tour de force” ieee 
of monumental culinary consequence. Pre- 
pared monthly with almost extravagant 
conscientiousness by Miss Gillam, the 
Master Menu provides hospitals with an 
ingenious time-saver to streamline and - 
simplify their menu planning. streng 

In addition, Miss Gillam’s handiwork part 

pitals 


public 
cae 
previc 


medic 
schoo 
ment 





is reflected in the completion of two sig- 
nificant publications: “The Manual on 
Procedures and Layout for the Infant 
Formula Room” and “Specifications for : 
Canned Fruits and Vegetables,” both of White 
which are available through the Associa- this y 


tion. grants 


At the office, Miss Gillam divides her : mei 
time between the complex Master Menu— health 
a responsibility that takes her three full memb: 
days each month—institutes and refresher jority 
courses on hospital food service—called by : decide 
one dietitian: “The greatest contribution menda 
to the dietary field in years”’—and the be ma 
myriad related chores that ultimately en- Clark 
able members to provide better patient tailed | 
care through the preparation of better the Se 
food. oa fare C 

Right now, Miss Gillam is putting final Othe 
touches to two Hospital Food Service short ous ot] 
courses—one two-day refresher course to calend: 
be held later this month, March 29-30, income 
at the Kenmore Hotel in Boston during mium 
mi igre so. a Hospital Assembly, the Paymer 
other, a five-day institute, slated for April _— " 
23-27 at the Huntington Hotel in Pac. wF gmndspas ao. 
dena, California. wv and d 

Margaret Gillam is serving you at the A con’ 


headquarters of the duction 
most a: 


United 


A mericanHrspital Association cf 


18 East Division Street Chicago 10, Illinois 
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Hearings for Construction Bill 


Due to delays in organization of 
the numerous House and Senate 
committees that handle proposed 
legislation, output of the new 82nd 
Congress to date has been unusu- 
ally slim. In the third week of Feb- 
ruary, no hearings had been held 
on bills of particular importance to 
hospitals and medical care, with 
the exception of the plan for fed- 
eral loans and grants to stimulate 
construction of housing, hospitals 
and community facilities in de- 
fense production areas of the 
country. 

Still awaiting action on Capitol 
Hill are a number of significant 
measures. These include: 

... Government subsidization of 
medical, dental and _ nursing 
schools, together with establish- 
ment of federal scholarships. 

... Increased appropriations to 
strengthen local public health de- 
partments and project local hos- 
pitals more conspicuously into 
public health planning. 

...Restoration of $65,000,000 
previously deleted, by order of the 
White House, from funds available 
this year for hospital construction 
grants under the Hill-Burton Act. 

... Choice of a, type of national 
health program to be sponsored by 
members of the Democratic ma- 
jority in Congress, a choice to be 
decided at least in part by recom- 
mendations and findings that will 
be made in March by Dr. Dean A. 
Clark, who has completed a de- 
tailed study of voluntary plans for 
the Senate Labor and Public Wel- 
fare Committee. 

Other bills: In addition, numer- 
ous other bills are on committee 
calendars, ranging in subject from 
income tax deductions for pre- 
mium payments to health pre- 
Payment plans to miscellaneous 
Proposals for extension of hos- 
Pitalization benefits to veterans 
and dependents of servicemen. 
A controversial measure, intro- 
duction of which is expected al- 
most any day, would establish a 
United Medical Administration, 
Consolidating all hospital and med- 
leal functions of the federal gov- 
ernment. 
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Committees on both Senate and 
House conducted lengthy hearings 
on companion bills dealing with 
defense housing and community 
facilities. The Federal Security 
Agency, the Public Health Service 
and the American Hospital Asso- 
ciation—the latter represented by 
Albert V. Whitehall, director of 
the Washington Service Bureau— 
presented testimony advocating 
that hospital construction aspects 
of the proposed legislation be en- 
trusted to the administration of 
Public Health Service to permit 
maximum coordination with Hill- 
Burton planning and operations. 

During February, keenest inter- 
est was displayed in Congressional 
debate, both in committees and 
on the floor, on universal military 
service and training. Inasmuch as 
this bill’s provisions include defer- 
ment of 75,000 young men an- 
nually for professional and scien- 
tific education, it is evident that the 
outcome of the debate will have 
considerable to do with the supply 
of interns and residents available 
to teaching hospitals in the next 
several years. 


Progress in Mobilization 


Apart from Congressional ac- 
tivities, developments within the 
Civil Defense Administration, Eco- 
nomic Stabilization Agency and 
other mobilization bureaus are re- 
ceiving principal attention. 

The Civil Defense Administra- 
tion is attempting to borrow Col. 
William L. Wilson, of the Army 
Surgeon General’s Office, to fill the 
position of assistant administrator 
in charge of health, special weap- 
ons and welfare. Already ap- 
pointed chief of the health and 
special weapons branch is Dr. Nor- 
vin C. Kiefer. He transferred to 
the CDA post from the National 
Security Resources Board, where 
he was director of the Office of 
Health Resources. 

The Economic Stabilization 
Agency has indicated that it plans 
to issue clarifying regulations 
dealing with the freezing of wages 
paid employees of hospitals and 
other nonprofit institutions. 


Also, modification is in prospect 
of one of the first rulings issued by 
the Wage Stabilization Board, a 
component of ESA. Dated January 
30, the order was to the effect that 
prior approval by the Wage Stabil- 
ization Board is required to in- 
crease employer contributions to 
prepayment plans in which em- 
ployees are enrolled. 

Since the automobile and other 
industries make such provisions in 
collective bargaining contracts 
with unions, it is felt by many 
officials in Washington that the 
order will have an inimical effect 
on extension of these benefits if for 
no other reason than the red tape 
involved. 


Civilian Defense Booklets 


American Red Cross chapters 
throughout the country received 
two new basic textbooks for ci- 
vilian defense last month. 

One is a 47-page pamphlet that 
will serve as a civil defense sup- 
plement to the first-aid textbook 
already in use by the Red Cross. 
Two million copies are being dis- 
tributed. The new first-aid tech- 
niques presented in this pamphlet 
will be taught in a four-hour ad- 
dition to the standard 18-hour Red 
Cross first-aid course. 

The second is a 10-page booklet 
on the civil-defense duties of Red 
Cross home nurses and volunteer 
nurses’ aides. 

The first-aid text contains an ap- 
pendix titled “Sequence of Events 
in Atom Bomb Explosions.” Briefly 
discussed are overhead explosions, 
underwater explosions and ground 
explosions of the atom bomb. 

First-aid workers are told that 
transportation for evacuating vic- 
tims, litter-bearer teams as well 
as motor transport, is of first im- 
portance. After an atomic bomb 
attack, two circles of first-aid sta- 
tions will be set up around the 
periphery of a devasted area, with 
the inner circle caring for the most 
seriously wounded. 

The booklet recommends gen- 
eral rules of sanitation and epi- 
demic control in case germ weap- 
ons should be used. A short section 
is devoted to injuries that would 
result from chemical attack. 
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Mid-Year Personalities. 


CHATTING at the Mid-Year Conference in Chicago last month were (from left) Dr. Donald 
C. Smelzer, Philadelphia; American Hospital Association President Charles F. Wilinsky, 
M.D., Boston; Graham L. Davis, Battle Creek, Mich., and Executive Director George Bugbee. 


¥ ’ sessio 
aS P Wo. associ 


PAUSING for a snack at the reception are 
May C. Busch, Salem, Ill., and Dr. Henrietta 
Herbolsheimer, Illinois Department of Health. 


THREE Illinois mem- 

bers are Wendell H. 

Carlson, Chicago: 

George K. Hendrix, A RESPITE is taken by Dr. Malcolm T. Mac- 

state Health Depart- Eachern, newly-appointed director of pro- 

ment, Springfield; E. fessional relations, American Hospital Asso- 

W. Wegge, Moline. ciation; Veronica Miller, Chicago, and Mil- 
dred Riese, Detroit, at Mid-Year reception. 


Dayton (at left); Dr. R. B. Crawford, Lake- 
wood, Ohio, and Ritz Heerman, Los Angeles. 


A WAITER serves fruit punch to H. Allan 
Barth, Michigan association's executive sec- 
retary, and Eva H. Erickson, Galesburg, Ill 


Services 
and st 


SOME BROUGHT their wives. Shown above, at the Mid-Year reception, are President and 
Mrs. Charles F. Wilinsky, Boston (left), and Mr. and Mrs. John N. Hatfield, Philadelphia. 


HOSPITALS 
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- + MID-YEAR CONFERENCE : - 





Reviews State Programs and Planning 


This year’s Mid-Year Conference 
of Presidents and Secretaries of 
state hospital associations, held in 
Chicago on February 9-10, pre- 
sented some of the more outstand- 
ing projects currently being 
undertaken by state groups. 

Several speakers representing 
groups allied with the hospital field 
but not primarily a part of it also 
presented program ideas of vital 
interest to hospital administrators. 

Effectiveness: Good relations with 
the state legislators and govern- 
ment heads result from consistent 
development of the association’s 
legislative activities, said two 
speakers at the Friday morning 
session on what makes a hospital 
association effective. 

J. T. Lindberg, representing the 
West Virginia Hospital Association, 
suggested that small legislative 
committees be selected to replace 
either large committees or a paid 
representative at the state capitol 
and that the members of the small 
group be retained on the commit- 
tee for several years. Simple facts 
and figures and the not-too-fre- 
quent use of these in petitions to 
the government were advised by 
Mr. Lindberg. 

Hitting at some of the same 
points, Pearl R. Fisher, president of 
the Maine Hospital Association, 
told in a paper read by Albert V. 
Whitehall how the group in her 
state has organized to secure ade- 
quate remuneration for hospital 
care to the indigent, a goal which 
has not yet been fully achieved. 
Miss Fisher’s paper stressed the 
fact that an association’s govern- 
ment relations will be only as ef- 
fective as its public relations. 

Public relations keynoted the 
program for nurse recruitement 
which D. O. McClusky Jr., presi- 
dent of the Alabama Hospital As- 
sociation, presented to the Mid- 
Year Conference delegates. The 
Alabama group recently has added 
to its staff a nurse counselor who 
acts as a public relations coordi- 
nator, 

Project opportunities: Diagnostic 
sefvices, improved newborn care 
and standardizing hospital ac- 
Counting were three of the topics 
presented by speakers at the Fri- 
day afternoon session, which was 
on the general theme of project 
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opportunities for hospital associa- 
tions. 

Programs for developing diag- 
nostic services in rural areas of 
Michigan have been carried out 
very successfully by the W. K. 
Kellogg Foundation, said Graham 
L. Davis, director of the hospital 
division, W. K. Kellogg Founda- 
tion, and are now being undertak- 
en in similar areas in other states. 
Experience gained by the founda- 
tion indicates that not only can 
diagnostic service be made avail- 
able in low-income, sparsely popu- 
lated areas, but it can also be pro- 
vided without financial hardship. 

Dr. Edwin F. Daily, director of 
the Division of Health Services, U. 
S. Children’s Bureau, presented for 
consideration by leaders of state 
hospital associations a program for 
improving hospital care for prema- 
ture infants. Prevention of prema- 
ture labor, said Dr. Daily, is a 
public health problem of prime 
importance. It can be attacked best 
by the coordinated efforts of state 
hospital associations and_ state 
health departments to establish 
maternity clinics in all hospitals. In 
providing care for premature in- 
fants Dr. Daily urged that every 
hospital have available to it per- 
sons with specialized training. 

William H. Markey Jr., account- 
ing specialist of the American Hos- 
pital Association, suggested that 
association officers familiarize their 
organizations and trustees in the 
states with the advantages of uni- 
form accounting. He urged that a 
standing committee of the state as- 
sociation be set up to promote 
standardized accounting. 

National mobilization and the 
hospitals’ role in civil defense plan- 
ning was discussed by Dr. John R. 
McGibony, chief of the Division of 
Medical and Hospital Resources, 
Public Health Service. Dr. McGib- 
ony’s talk underlined the duties of 
hospitals as set up in the govern- 
ment civil defense manual, “Health 
Services and Special Weapons De- 
fense.”” (See HospITALs for Febru- 
ary, page 37.) 

Present programs: At the Satur- 
day morning session of the Mid- 
Year Conference, the theme of 
programs of immediate interest to 
hospital associations was dealt with 
in terms of national programs of 


the American Hospital Association 
and of the nursing organizations. 

For the nursing profession, Mar- 
ion W. Sheahan, director of pro- 
grams, National Committee for the 
Improvement of Nursing Services, 
discussed what progress the com- 
mittee has made. A large part of 
its attention has been directed to- 
ward improving schools of nursing. 
To this end, provisional standards 
for avtcreditation of schools have 
been drawn up and are now under 
consideration by committees of 
state nursing associations. 

Dr. Charles F. Wilinsky, Associ- 
ation president, offered a detailed 
review of the Association’s activi- 
ties toward the creation of a stand- 
ardization program. This was re- 
ceived with great interest by the 
conference. Reiterating the Associ- 
ation’s long-time interest in stand- 
ardization, Dr. Wilinsky discussed 
actions taken by the House of Dele- 
gates at Atlantic City in Septem- 
ber 1950 and subsequent meetings 
of representatives of the Associa- 
tion, the American College of 
Surgeons, the American Medical 
Association and the American Col- 
lege of Physicians. 

Equal interest was displayed by 
the conference in the talk present- 
ed by HospPITALs Editor John M. 
Storm, who spoke on hospitals and 
the Hess Report. Recent develop- 
ments on the state level indicate 
that the Hess Report is potentially 
a weapon that could be turned 
against hospitals, according to Mr. 
Storm. Following a review of 12 
years of relations between hospit- 
als and the medical profession, in 
particular the anesthesiologists, 
pathologists and radiologists, Mr. 
Storm discussed a bill which was 
recently introduced in the Arkan- 
sas legislature. The Arkansas bill 
was originally designed to prohibit 
employment of physicians by hos- 
pitals. After a conference with the 
Arkansas Hospital Association, this 
section was withdrawn. 

Increasing Association member- 
ship, the key to successful Associa- 
tion programs, was the topic of a 
paper by Arden E. Hardgrove, 
chairman of the Council on Associ- 
ation Services. Mr. Hardgrove also 
presented to the conference for its 
consideration the possibility of 
adding to the Association staff a 
roving staff member with member- 
ship as his responsibility. 
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Military To Use Veterans Hospitals 


Washington observers feel that 
the first “dent’’ has been made in 
the practice of admitting patients 
with nonservice disabilities almost 
indiscriminately into veterans hos- 
pitals. This significant develop- 
ment came on February 16, with a 
joint announcement by the De- 
partment of Defense and the Vet- 
erans Administration that the 
armed services will begin sending 
their longterm patients to veter- 
ans hospitals. 

To obviate establishment of spe- 
cial treatment centers by the 
Army, Navy and Air Force, they 
will utilize veterans hospitals for 
the following types of cases: Se- 
vere injuries to the nervous sys- 
tem, including quadriplegics, hem- 
iplegics and paraplegics; blind and 
deaf requiring definitive rehabili- 
tation; major amputees; neurologi- 
cal disabilities, including polio- 
myelitis with disability residuals 
and degenerative diseases of the 
nervous system; extensive plastic 
and thoracic surgical procedures; 
tuberculosis, and psychiatry. 

In order to accommodate this ad- 
ditional patient load, the Veterans 
Administration inevitably will 
have to tighten up the present lib- 
eral policy of granting hospitaliza- 
tion to any veteran who states— 
not under oath—that he is finan- 
cially unable to pay for care in a 
nonfederal hospital. During the 
fiscal year 1950, admissions to vet- 
erans hospitals totaled, 577,715, 
only 79,965 of which involved pa- 
tients with service disabilities. 

The February 16 joint announce- 
ment said the new system “will not 
mean a permanent reduction in the 
number of beds available to veter- 
ans.” This, of course, is true as far 
as applicants having service dis- 
abilities are concerned. But it is 
obvious that, with more than 5,000 
beds in veterans hospitals closed 
for lack of doctors, nurses and oth- 
er operating personnel, there will 
be no choice but to be more se- 
lective in acceptance of cases. 

The situation recalls efforts made 
during the past few years, as ex- 
emplified by the so-called ‘‘Shoul- 
ders plan,” to have the federal 
government utilize voluntary and 
nonprofit hospitals for nonservice 
cases. It has been suggested that 
this could be done feasibly by en- 
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rollment of veterans in prepay- 
ment plans, with Washington pay- 
ing the premiums in whole or in 
part. Such a plan has been bitterly 
opposed by the American Legion, 
which is expected to train its guns 
on the February 16 directive be- 
cause of its implications. 

The directive reportedly was ap- 
proved by the White House prior 
to issuance. It climaxed a hasty 
series of developments begun only 
a few weeks earlier with formation 
of a special committee, headed by 
Dr. Richard L. Meiling, to resolve 





Death of Dr. Routley 


Dr. Frederick William Rout- 
ley, one of the outstanding 
leaders of the hospital field 
and Red Cross in Canada, 
died on February 12 in To- 
ronto at the age of 70. The 
recipient of many awards, he 
was most recently presented 
with the George Findlay 
Stephens Memorial Award 
for 1950, presented annually 
for noteworthy service to 
Canadian hospitals. 

At the time of his death, Dr. 
Routley was executive secre- 
tary-treasurer of the Ontario 
Hospital Association, a posi- 
tion he had held since the 
group was organized in 1924. 
He was influential in estab- 
lishing the Canadian Hospital 
Council in 1931 and served as 
its president until 1935. 

Dr. Routley was associated 
with the Canadian Red Cross 
for 27 years, becoming na- 
tional commissioner in 1938. 
During the years of the war 
his organization expanded 
greatly in services rendered 
at home and overseas. 

Among the many honors 
which were presented to Dr. 
Routley was the American 
Hospital Association’s Award 
of Merit. Since World War II 
he had received the Service 
Medal of the Greek Red 
Cross, the French Cross of 
Chevalier of the Legion of 
Honor and the Commander’s 
Cross of the Order of Orange 
Nassau of the Netherlands. 














conflicts between the armed forces 
and the Veterans Administration 
over responsibility for care of serj- 
ously ill or wounded active duty 
military personnel requiring re- 
habilitative treatment. Dr. Meiling 
is chief medical advisor to Secre- 
tary of Defense George C. Mar- 
shall, whose approval of the order 
reportedly was over objections of 
active chiefs of the services’ medi- 
cal departments. 

Nongovernment hospitals of the 
nation similarly are indirectly in- 
volved in projected expansion of 
the military hospital system begin- 
ning in July. For the first time, 
new construction for Army, Navy 
and Air Force uses ‘is being closely 
coordinated by a committee of 
which Dr. Meiling is chairman. De- 
tails of the building program will 
be disclosed when the military 
public works bill for 1951-52 is 
submitted to Congress in the near 
future. 

According to Dr. Meiling, new 
hospitals will be erected only in 
troop concentration areas and their 
location, planning and operation 
will be considered in relation to 
nearby civilian hospital facilities. 
Formerly, such factors were not 
reckoned with and there was a 
minimum of coordination of Army, 
Navy and Air Force hospital ex- 
pansion. 


Wage Freeze Exemption 


Voluntary nonprofit hospitals 
late last month were granted ex- 
emption from wage controls. On 
February 20, the Wage Stabiliza- 
tion Board released General Order 
No. 7, allowing wage adjustments, 
without prior approval, for reli- 
gious, charitable and educational 
organizations which are exempt 
from federal income taxes under 
Section 101 (5) and (6) of the In- 
ternal Revenue Code. The general 
order was dated February 15. 

The ruling, by applying only to 
these tax-exempt organizations, 
leaves proprietary and tax-sup- 
ported hospitals still under con- 
trols. Also still controlled are wages 
of employees of unrelated business 
enterprises of tax-exempt organl- 
zations. - 

Exemption of nonprofit hospitals 
from wage controls follows a Janu- 
ary 29 letter from the American 
Hospital Association to Cyrus 
Ching, chairman of the Wage Stab- 
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jlization Board. In that letter, the 
Association requested recognition 
of the essential nature of all hos- 
pitals, not just those that are tax- 
exempt under Section 101(5) and 
(6) of the Internal Revenue Code. 
The Association is taking steps to 
call the attention of the Wage Stab- 
jlization Board to the omission of 
other important groups of hospital 
employees, asking that the exemp- 
tion be extended to the hospital 
field as a whole. 

Under the new general order ex- 
empting tax-exempt organizations, 
the stipulation is made that wage 
adjustments should conform to na- 
tional wage stabilization policies. 
The Wage Stabilization Board re- 
serves the right (1) to review all 
wage or salary adjustments made 
pursuant to this order; (2) to re- 
voke this authorization with re- 
spect to any organization, and (3) 
to modify or revoke the new regu- 
lation without prior notice. 

Details of the wage order were 
sent to Association member hospi- 
tals late last month. 

Deferment and recruitment: At its 
meeting last month, the Board of 
Trustees also took action aimed at 
keeping hospitals supplied with 
trained workers during the nation- 
al emergency. It authorized the 
Council on Administrative Practice 
to prepare a list of critical jobs in 
hospitals, which could accompany 
any request for deferment of hos- 
pital employees. 

The over-all problem of defer- 
ment of hospital employees and the 
promotion of recruitment activities 
through official channels was re- 
ferred to the Council on Govern- 
ment Relations. 


Veterans Medical Service 


The Veterans Administration 
gave service to more veterans and 
their dependents during fiscal 1950 
than ever before in its history. 

Hospital admissions rose to 577,- 
115 for fiscal 1950, as compared 
with 554,863 for fiscal 1949, the 
second highest year. Hospital dis- 
charges rose to 577,275 for fiscal 
1950, as compared with 547,863 for 
fiscal 1949, the second highest year. 

The number of individuals given 
outpatient examinations by Vet- 
erans Administration staff employ- 
es rose to 2,397,046, compared 
With 2,365,774 for fiscal 1949. The 
number of individuals given out- 
patient treatments for 1950 totaled 
1,181,741, compared with the peak 
of 1,232,553 for the fiscal year 1947. 

he number of employees on the 
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rolls as of June 30, 1950 (the end 
of the 1950 fiscal year), was 188,- 
392, against 216,753 on June 30, 
1947. This is a reduction of 28,361 
employees in the Veterans Admin- 
istration’s over-all strength. 

Figures just issued by the Vet- 
erans Administration reveal that 
on January 31 it had 147 hospitals 
in operation, totaling 114,256 beds. 
Of this total, 53,683 were general 
medical and surgical beds in 94 
institutions, 51,128 were for neuro- 
psychiatric patients in 34 institu- 
tions, and 9,445 were for tubercu- 
losis patients in 19 hospitals. Since 
inception of the postwar construc- 
tion program, 27 hospitals (11,524 
beds) have been completed, ex- 
clusive of 37 additions to existing 
plants (11,534 beds). Now under 
construction are 31 hospitals ag- 
gregating 16,955 beds, of which 
13,709 are general, 2,465 are neuro- 
psychiatric and 781 tuberculosis. 
Four additions are in process, add- 
ing another 1,510 beds, which are 
divided almost equally among the 
three treatment categories. Still in 
the planning stages are eight hos- 
pitals and two additions totaling 
8,000 beds, of which 5,000 are to 
be for neuropsychiatric cases and 
the remainder for general medical 
and surgical. 


Opening dates for new veterans 
hospitals in 1951 
Hospital Size Opening 
and type month 
Birmingham, Ala... 487 GMS Nov. 
Phoenix, Ariz 192 GMS April 
Denver ............-....... 494 GMS May 
Indianapolis 494 GMS March 
Iowa City 489 GMS Aug. 
Louisville 494 GMS July 
New Orleans 493 GMS Nov. 
Baltimore 295 TB’ Nov. 
Boston 955 GMS Dec. 
Kansas City, Mo. .. 498 GMS May 
St. Louis 486 GMS Dec. 
Miles City, Mont. .. 100 GMS March 
East Orange, N. J... 945 GMS Sept. 
Alpany;. N.. Y.. ........ 1,005 GMS Sept. 
Syracuse, N. Y. ...... 496 GMS Dec. 
Durham, N.C. ........ 491 GMS Dec. 
Cincinnati 496 GMS Oct. 
Oya aed 2c: A 208 GMS Jan. 
Philadelphia 496 GMS Sept. 
Bonham, Texas 50 GMS June 
288 Dom 
Salt Lake City 546 NP Oct. 
Seattle 325 GMS March 
Madison, Wis. ........ 486 TB June 


Hill-Burton Funds 

The American Hospital Associa- 
tion, through its Board of Trustees, 
resolved last month to continue to 
support an annual appropriation of 
$150,000,000 for federal aid under 
the Hill-Burton hospital survey 
and construction program. 

This authorization of $150,- 
000,000 was made by Congress in 


Goudy Appointed Consultant 


Leonard P. Goudy, secretary of 
the American Hospital Associa- 
tion’s Council on Administrative 
Practice and editor of the purchas- 
ing department of HOSPITALS, has 
been appointed special consultant 
to Surgeon General Leonard A. 
Scheele on claimant agency prob- 
lems. 

In his consulting role, Mr. Goudy 
will represent the American Hos- 
pital Association in dealing with 
problems of allocation and supply 
of critical items for hospital use. 
Mr. Goudy is a specialist in hos- 
pital purchasing. 

Mr. Goudy entered the hospital 
field in 1928 as pharmacist at the 
Saskatoon (Sask.) City Hospital. 
Later he was appointed purchas- 
ing agent and assistant to the su- 
perintendent, and in 1938 he be- 
came general superintendent of the 
hospital. From 1943 to 1946 he 
served with the Royal Canadian 
Medical Corps. 

He is a past president of the 
Saskatchewan Hospital Association 
and a member of the American 
College of Hospital Administra- 
tors. 





1949 and constituted a doubling 
of funds previously authorized un- 
der the original act. Upon recom- 
mendation of the Bureau of the 
Budget and the President, how- 
ever, Congress appropriated only 
$85,000,000 for this program for 
fiscal 1951, which ends this June 
30. At its Atlantic City convention 
last September, the Association 
went on record favoring full res- 
toration of Hill-Burton funds. 


Treatment of Burns 


A National Research Council rec- 
ommendation on treatment of 
burns has been endorsed by the 
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Association -after study by the 
Council on Professional Practice. 
The recommendation, adopted by 
the research council’s subcommit- 
tee on burns, suggests that prompt 
steps be taken to insure that simple 
intravenous technique for the 
treatment of burns be taught to 
graduate and student nurses and 
other appropriate auxiliary per- 
sonnel throughout the country. 
Morbidity statistics: The Board of 
Trustees last month also passed a 
resolution urging that member 
hospitals maintaining morbidity 
statistics use the international 
classification for these statistics as 
approved in 1949 by the World 
Health Organization. ; 


Deferment of Hospital Residents 


In order to meet the needs of the 
armed services, practically all the 
physicians, dentists and _ veteri- 
narians in Priorities I and II will 
need to enter service in the rela- 
tively near future. This was an- 
nounced last month by the National 
Advisory Committee to the Selec- 
tive Service System. 

To meet the currently projected 
needs of the military service for 
medical and dental officers, the 
great majority of physicians and 
dentists in Priority I will need to 
be on active duty within six to 
nine months. To accomplish this, 
all interns in Priority I will need 
to enter service at the completion 
of their internships and should ob- 
tain commissions in advance of 
that date. 

The committee said that the only 
justifiable exceptions are those in- 
terns who are accepted for resi- 
dencies in the scarcity specialties 
and those whose services are re- 
quired to meet minimum essential 
needs of medical and dental schools 
or hospital services. 


New Public Health Division 


Consolidation of the functions of 
the Division of Tuberculosis and 
the Division of Chronic Disease in 
the Public Health Service was an- 
nounced recently by Federal Secu- 
rity Administrator Oscar R. Ewing. 
The functions of these former divi- 
sions will be carried on in the new 
Division of Chronic Disease and 
Tuberculosis. It will be headed by 
Dr. R. J. Anderson, who has been 
Chief of the Division of Tubercu- 
losis. 


Chief of Cancer Control 

Dr. Raymond F. Kaiser has been 
appointed chief of the Cancer 
Control Branch in the National 
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Cancer Institute of the National 
Institutes of Health, Public Health 
Service. 

Dr. Kaiser, who has been as- 
sistant branch chief since 1947, 
succeeds Dr. Austin V. Deibert, 
who has been appointed as Public 
Health Service liaison officer to 
the Economic Cooperation Admin- 
istration. 


Federal Security Agency 


The annual report transmitted 
by Federal Security Administra- 
tor Oscar R. Ewing early last 
month reported that for American 
health, education, and family secu- 
rity, the year ending with June 
1950 was “a year of hard-earned 
progress in most of the things that 
make life worth living.” 

Within the United States, the 
period covered by the report was 
one of very nearly peak prosperity. 
In keeping the death rate low, 
“medical research had _ bettered 
even its own past performances.” 








Blood Bank on Rails 


The Western Pacific Railroad has 
presented to the American Red 
Cross a railroad car to be used in 
collecting blood for the armed 
forces in communities along the 
Western Pacific line. 

At formal ceremonies during 
January the car was turned over 
to the Red Cross and christened 
the Charles O. Sweetwood, in 
honor of the first Western Pacific 
employee to lose his life in the 
Korean war. 

Three of the nurses who are 
staffing the car and a porter are 
shown in the picture above at the 
beginning of their 1,000 mile tour 
throughout the West. 











— 


New construction had made a real] 
dent in the chronic shortage of 
hospitals. 

Mr. Ewing used the annual re- 
port to repeat his earlier pleas for 
compulsory health insurance, say- 
ing, “the conviction stands that 
national health insurance is the 
best way yet devised to prepay the 
cost of medical care and make 
adequate medical services widely 
available . . . without jeopardizing 
the traditional responsibilities of 
anyone...” 

Mr. Ewing’s report stated that 
some 200,000 crippled and handi- 
capped children received care 
under the federal-state program, 
but there were 30,000 on state 
waiting lists and many others 
needing care who had not yet come 
to the attention of state agencies. 

The report cited the fact that, 
with federal help averaging around 
4 million dollars a year for the past 
five years, the states and commu- 
nities have practically cleared up 
malaria, a health hazard that in 
the recent past had cost something 
like half a billion dollars annually 
in lost production in 17 southern 
states alone. The agency also took 
a leading part during the past year 
in the transfer to state and local 
authorities of some $141,506,000 
worth of surplus Federal property 
for education and health use, and 
the transfer of two Public Health 
Service hospitals for use as local 
health centers. 

One major item of the agency's 
expenditures during the year was 
$70 million invested in health re- 
search and training, of which $38 
million went to public and private 
universities and institutions for 
grants for research, for training of 
scientists, and for construction of 
research facilities, and to individ- 
uals as fellowships and _ trainee- 
ships. 


Appointments 


Oscar R. Ewing, Federal Secu- 
rity Administrator, recently an- 
nounced the appointment of Clark 
Tibbitts as chairman of the agen- 
cy’s Committee on Aging and 
Geriatrics. 

Mr. Ewing also named Dr. Rus- 
sell M. Wilder, well-known medi- 
cal scientist, as director of the new 
National Institute of Arthritis and 
Metabolie Diseases of the Public 
Health Service. The newly estab- 
lished agency will intensify basic 
research in such afflictions as ar- 
thritis, rheumatism, diabetes and 
anemia. 
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- + NURSING - - 





Stimulus to Recruitment Activities 


The American Hospital Associa- 
tion’s Board of Trustees last month 
took several major steps aimed at 
the improvement of nursing serv- 
ices. At its Chicago meeting, the 
Board: 

,.. |. Agreed to contribute up to 
$25,000 to the Committee on Ca- 
reers in Nursing, to help meet the 
committee’s budget of $90,000, for 
1951 nurse recruitment activities. 
This step was taken with the un- 
derstanding that the committee 
will continue its best efforts to 
raise operating funds from all ap- 
propriate individuals and organiz- 
ations. 

...2. Recommended that the 
Committee on Careers in Nursing 
expand its membership by ap- 
pointing representatives from the 
public and that the committee’s 
name be changed to reflect more 
clearly its recruitment responsibil- 
ities. 

».. 3. Agreed to assist the Com- 
mittee on Careers in Nursing in 
promoting greater interest in the 
enlargement of schools of nursing 
and in local recruitment activities 
through administrators of member 
hospitals. 

... 4, Endorsed solicitation of 
hospital schools for support of the 
activities of the Committee on Ca- 
reers in Nursing. 

... 5, Agreed to cooperate with 
the National Committee for the 
Improvement of Nursing Services 
in a program of manuals on the 
operation of various nursing de- 
partments and on institutes cover- 
Ing the administrative aspects of 
the hospital nursing department: 
-.. 6, Endorsed the American 
Nurses Association’s study of the 
functions of nursing and recom- 
mended that member hospitals be 
urged to cooperate in this study. 
...7. Endorsed, with several 
qualifications, the Bolton bill pro- 
viding for federal aid for nursing 
education. 


Bolton Bill Recommendations 


The Bolton bill, sponsored by 
Rep. Frances P. Bolton (R., Ohio), 
would set up a long-range govern- 
ment-aid program for nurse éedu- 
cation. The bill makes no clear 
Provision for terminating such a 
Program at the end of the national 
€mergency. Mrs. Bolton has esti- 
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mated that such a program would 
cost $47,000,000 during its first full 
year of operation, of which $3,- 
000,000 would be used for practical 
nurse training. Mrs. Bolton was the 
sponsor of the Cadet Nurse Corps 
Act during World War II. 

The Board of Trustees, in en- 
dorsing the principle of this legis- 
lation, stipulated that 10 changes 
should be made, providing: 

1. A greater degree of provision 
to meet the emergency situation. 

2. More balance between subsi- 
dies for schools and per student be- 
tween collegiate and diploma 
schools. 

3. A more broadly representa- 
tive advisory council. 

4. Expansion of eligibility for 
aid to include all schools registered 
by the states. 

5. Recognition of need in pro- 
portion to regional needs for nurses 
and, if possible, the development of 
state plans to meet nursing needs. 

6. Elimination of the provision 
restricting grants to 40 per cent of 
present costs of nurse education in 
individual hospitals. 

7. Elimination of the require- 
ment that subsidies be based on the 
average number of nurses enrolled 
in schools of nursing during a re- 
cent period. 

8. Restriction of the authority 
granted the surgeon general on ap- 
propriations and other phases of 
the program. 

9. Establishment of stipends to 
students as an emergency measure 
only. 

10. Establishment of a time limit 
for the operation of this program 
and a date on which the vrogram 
will be reconsidered by Congress. 


“Facts About Nursing" 


In the most recent edition of the 
American Nurses Association’s 
“Facts About Nursing,” the associ- 
ation states that almost a third of 
the registered nurses in this coun- 
try, or 205,000 persons, were inac- 
tive in the nursing field last year. 

The number of active nurses in- 
creased from 301,000 in 1949 to 
322,000 in 1950. The association es- 
timated that there were about 100,- 
00° student nurses last year, as 
compared to 127,000 at the end of 
World War II. 


Higher average salaries for 


nurses in the western states are at- 
tracting graduates from schools of 
nursing in the eastern and central 
regions of the country. An average 
of $226 a month without mainte- 
nance is paid to nurses in the Pa- 
cific states, as compared to the 
national average of $211. The aver- 
age in the New England area is 
$191, and in the middle Atlantic 
area it is $206. A 40-hour work 
week is more common on the west 
coast. 


Five-Year Study of Nursing 


A five-year, million dollar re- 
search study program of nursing 
functions was started last Decem- 
ber under the sponsorship of the 
American Nurses’ Association with 
the assistance and advice of other 
groups in the health field. 

The chairman of the advisory 
committee to the research project, 
Rev. John J. Flanagan, S.J., St. 
Louis, executive director of the 
Catholic Hospital Association, said 
at the first meeting of the advisory 
committee on December 12 that 
the purpose of the study would be 
to ascertain the proper functions 
and relationships of nurses of all 
types. This information will be 
used to determine quantity and 
quality of nursing service required 
for proper health care. 

Under the direction of Elizabeth 
LaPerle, director of research and 
statistics for the American Nurses’ 
Association, research will be car- 
ried on in actual hospital condi- 
tions. Resulting from the study it 
is expected that patterns for de- 
termining the nursing staff require- 
ments of hospitals of different sizes 
and types will be available. 

The American Hospital Associa- 
tion’s representative to the ad- 
visory committee is Dr. Hugo V. 
Hullerman, assistant director of 
Rhode Island Hospital, Providence. 


Directs Nursing Services 


Mrs. Frances Crouch Nabbe has 
been appointed deputy adminis- 
trator of American Red Cross 
Nursing Services, according to a 
recent announcement from Red 
Cross’ national headquarters in 
Washington, D. C. 

Formerly director of nursing 
services for the eastern area head- 
quarters of the Red Cross, Miss 
Nabbe was a member of the Army 
Nurse Corps during World War II. 
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Regional Groups Announce Programs 


Eight of the nine regional hos- 
pital associations hold annual 
meetings during the spring months, 
and five of these groups have an- 
nounced preliminary program 
plans for their 1951 meetings. 

New England—The New England 
Hospital Assembly, convening in 
Boston on March 26 for a three- 
day meeting, expects an attendance 
of 5,000 administrators, trustees, 
doctors and. nurses of hospitals in 
the New England area. The annual 
trustee institute, started by the 
assembly in 1947 to furnish back- 
ground information on _ hospital 
finances and policy to lay trustees, 
will be held again this year on the 
general subject of the board’s con- 
trol of hospital medical care. 

One of the 16 sessions on the 
program will be on hospitals and 
civil defense. Other meetings will 
consider problems of accounting, 
purchasing, medical records, phar- 
macy, medical social service, out- 
patient care and_ rehabilitation, 
construction, auxiliaries, mainte- 
nance and dietetics. 

Southwestern—Meeting in St. 
Petersburg, Fla., on April 4-6, the 
Southeastern Hospital Conference 
will have as program coordinators 
such outstanding leaders of the 





hospital field as James A. Hamil- 
ton, professor of hospital adminis- 
tration, University of Minnesota; 
Fred A. McNamara, Bureau of the 
Budget, Washington, D. C., and a 
trustee of the American Hospital 
Association, and Arden E. Hard- 
grove, superintendent of Norton 
Memorial Infirmary, Louisville, 
and chairman of the Association’s 
Council on Association Services. 
Regional groups of the pharmacists, 
dietitians, medical record librari- 
ans, nurse anesthetists and hospital 
auxiliaries will be meeting in St. 
Petersburg while the conference is 
in session. 

Tri-State—Tri-State Hospital As- 
sembly’s 21st annual meeting will 
be held at the Palmer House in 
Chicago, April 20 to May 2. This 
assembly’s territory includes Illi- 
nois, Indiana, Wisconsin and Mich- 
igan. General sessions in the morn- 
ings will be supplemented, as in the 
past, by meetings of the 34 sec- 
tions of the assembly in the after- 
noons. A “truth and confidence”’ 
question session is the closing fea- 
ture of the program. 

Hospitals and their role in civil 
defense planning will be the sub- 
ject of the single evening session. 
Dr. Andrew C. Ivy, vice president 


DR. T. STEWART HAMILTON, director of Newton-Wellesley Hospital, Newton Lower Falls, 
was installed as president of the Massachusetts Hospital Association at its annual meet- 
ing in Boston during January. The 1951 officers pictured above are, from left to right: 
President-elect, Paul J. Spencer, director of Lowell General Hospital; Dr. Hamilton, and 
treasurer, Georgie M. Boulter, administrator of New England Baptist Hospital in Boston. 
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of the University of Illinois, js 
scheduled to lead this discussion. 

Themes which have been an- 
nounced for the morning assem- 
blies are standards for hospitals, 
the future of the voluntary hos- 
pital and hospitals in the mobiliza- 
tion program. 

Western—Also holding its 2\st 
annual meeting this year will be 
the Association of Western Hos- 
pitals, scheduled to convene in Los 
Angeles at the Biltmore Hotel, 
April 30, for a four-day session, 
Meeting in conjunction with the 
association will be the Western 
Conference, Catholic Hospital As- 
sociation, and preceding the asso- 
ciation’s meeting will be the Amer- 
ican Hospital Association’s five-day 
Institute on Dietary Department 
Management, to be held in Pasa- 
dena April 23-27. 

Seventeen sectional groups of 
the Association of Western Hos- 
pitals hold daily meetings in the 
afternoons during the convention. 
General assemblies will be in the 
mornings. 

Middle Atlantic—The third an- 
nual meeting of the Middle Atlan- 
tic Hospital Assembly, scheduled 
for May 23-25 in Atlantic City, has 
taken as the over-all program 
topic the acute hospital personnel 
problem and ways of meeting it. 
Sessions have been planned on 
how to keep hospital employees, 
the use of volunteers and labor- 
saving devices, and successful in- 
service training programs. 

Holding their annual meetings 
concurrently with the assembly 
will be the regional organizations 
of medical record librarians, physi- 
cal therapists and nurse anes- 
thetists. 

Exhibits—Outstanding exhibitors 
in the manufacturing and distribu- 
tion lines will be displaying their 
products at all five of these regional 
association meetings. The western 
association reports that 110 ex- 
hibitors will be displaying their 
products at its meeting. New Eng- 
land and the Middle Atlantic As- 
sembly already have occupied 100 
and 168 booths respectively. 


Massachusetts 


Hospital planning for civilian 
defense was emphasized at the an- 
nual meeting of the Massachusetts 
Hospital Association with one of 
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SCIENTIFICALLY. ‘CORRECT LIGHT— neither dazzling nor dim 
—patients, nurses, Physicians see ‘clearly, caging effort, without 
eye strain. 


INDIRECT ILLUMINATION —Wilro Reflector swings upright easily 
— provides restful, relaxing light for patients . . . extends useful- 
ness of lamps. 


BEDSIDE ACCESSIBILITY and Ease of pansion: increase patients’ 
independence and ability to help themselves — save nurses’ time. 


FULLY ADJUSTABLE vertically, as well as for light angle . . . direct 
light wherever wanted. 


CONVENIENCE OUTLET in Night Light Dome (on Model K-66632 
Lamp) for plugging in electric razor, radio, or other electric ap- 
pliances . . . at finger-tip control. 


SAFETY is assured through foolproof, rugged construction. 
Designed and built to take abuse as well as meet all demands 
7 of normal use. Listed by Underwriter’s Laboratories, Inc. 


MODERATELY PRICED to fit hospital budgets. 
‘Ask your will Ross, Inc., representative about 


WILRO Multi-Purpose Lamps. Supplied with or 
without Night Light Dome. 


WILL ROSS, INC. 


MILWAUKEE 12, wricetieen 


Manufacturers and Distributors of Hospital and Sanatorium Supplies and Equipment ; 
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the major speakers saying that 
every hospital in the state should 
have an operating civil defense 
plan. The 1951 meeting of the 
association was held in Boston on 
January 26. 

Dr. Vlado A. Getting, Massa- 
chusetts commissioner of public 
health, said that, in order to ac- 
celerate hospital defense planning, 
every hospital in the state would 
be named as either a first-aid sta- 
tion or casualty hospital and would 
be encouraged to train volunteers 
and to stockpile essential supplies 
to carry out this function. 

Sectional meetings on hospital 
accounting, medical technicians 
and blood banks, auxiliaries and 
volunteers, and personnel and 
public relations were scheduled 
for the morning of the one-day 
state meeting. Chairmen of the 
sessions were Dr. Philip D. Bonnet, 
administrator of Massachusetts 
Memorial Hospitals, Boston; Dr. 
Gerald F. Houser, director of 
Faulkner Hospital, Jamaica Plain; 
Dr. Guy Brugler, administrator of 
Boston’s Children’s Medical Cen- 
ter, and Henry G. Brickman, exec- 
utive secretary of the Massachu- 
setts Hospital Association. 

Installed as president of the as- 
sociation for 1951 was Dr. T. 
Stewart Hamilton, director of 
Newton-Wellesley Hospital, New- 
ton Lower Falls. Paul J. Spencer, 
director of Lowell General Hos- 
pital, is president-elect, and 
Georgie M. Boulter, administrator 
of New England Baptist Hospital, 
Boston, is treasurer. 


New Florida Council 


Late in January a meeting was 
held at Bay Memorial Hospital, 
Panama City, for the purpose of 
organizing the Northwest Florida 
Hospital Council. According to 
tentative plans, hospitals in the 
area between Tallahassee, Apa- 
lachicola and Pensacola will be 
covered by the new council. 

Dr. Daniel C. Campbell, admin- 
istrator of Bay Memorial Hospital, 
was appointed temporary chair- 
man, and Minerva McLane, admin- 
istrator of Walton County Hos- 
pital, DeFuniak Springs, was 
named temporary secretary. 

Serving on the by-laws com- 
mittee are Pat N. Groner, admin- 
istrator of Baptist Hospital, Pen- 
sacola; Lt. Preston Powell, U. S. 
Navy Hospital, Pensacola, and H. 
R. Willers, administrator of Es- 
cambia General Hospital, Pensa- 
cola. 
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Third Lutheran Hospital 


With the celebration of its 30th 
anniversary, the Lutheran Hos- 
pital Society of Southern Cali- 
fornia has announced that a new 
general hospital, the third to be 
managed by -the society, will be 
established in San Diego. Con- 
struction of the new 200-bed hos- 
pital is scheduled to begin this 
summer. 

Ritz E. Heerman, superintendent 
of California Hospital, Los An- 
geles, and general manager of 
Santa Monica Hospital, also will 
serve as general manager of the 
San Diego hospital. At Santa Moni- 
ca Hospital, Ralph J. Hromadka 
serves as superintendent under the 
general managership of Mr. Heer- 
man, and a superintendent will be 
anpointed for the San Diego hos- 
pital. 

Lutheran pastors in the San 
Diego area organized the San Diego 
Hospital Association several years 
ago in order to raise funds for a 
hospital project. Approximately 
$2,000,000 had been raised by the 
association at the time that it was 
merged with the Lutheran Hos- 
pital Society of Southern California 
early this year. The society has 
made available another $750.000 to 
complete financing of the construc- 
tion program. 


Architects Competition 


New hospital buildings will be 
one of the three classifications of 
buildings to be judged in the an- 
nual competition of the American 
Institute of Architects. Entries. to 
be sent directly to the University 
of Illinois, Navy Pier, Chicago, 
must be shipped on or before April 
21, 2951. 

Hospital buildings which are en- 
tered in the competition must have 
been completed since Jan. 1, 1946. 
Entries can consist of mounts, pho- 
tographs, plans and descriptive 
data. Certificates will be awarded 
to both the owner and architect of 
buildings which receive the honor 
award or award of merit. 

Further information and entry 
blanks may be secured from the 
department of education and re- 
search of the American Institute 
of Architects, 1741 New York Ave- 
nue, Washington 6, D. C. 


Physician Deficit 

Contrasting views on a physician 
deficit were expressed by Dr. 
Howard A. Rusk, chairman of the 
National Advisory Committee to 
the selective service system and 





Frank G. Dickinson, economist and 
statistician of the American Medi- 
cal Association, at the 47th annual 
Congress on Medical Education 
and Licensure, sponsored by the 
American Medical Association, the 
Advisory Board for Medical Spe- 
cialists and the Federation of State 
Medical Boards. 

Dr. Rusk held that unless both 
expansion and acceleration of med- 
ical education were begun at once, 
the nation would have a deficit of 
22,000 physicians in 1954, which 
would remain undiminished by 
1960 unless there was expansion 
or acceleration or both. 

Dr. Rusk’s estimate of a 22,000 
doctor deficit was predicated on 
armed forces of 5,000,000 men by 
1954 and continuing at that level 
through 1960. If the forces were 
not increased beyond the 3,500,000 
mark contemplated by the end of 
this year, the deficit would be 
2,000 less, or 20,000, he predicted. 

Mr. Dickinson, who took issue 
with the view that there was a 
shortage of physicians at present, 
said that between 1940 and 1950, 
technological progress in the prac- 
tice of medicine had brought about 
an “increase in output” of at least 
one-third per physician. 

“The tremendous changes in 
medical practice wrought by the 
introduction of the wonder drugs, 
the expanded use of auxiliary per- 
sonnel by physicians . . . and the 
increase in the percentage of pa- 
tients treated in the office and in 
the hospital, rather than in the 
home, have combined greatly to 
increase the technological effi- 
ciency of physicians,” he declared. 


Heart Fund Campaign 


During February the 1951 an- 
nual fund-raising campaign of the 
American Heart Association has 
been conducted under this year’s 
slogan, “New Hope for Hearts.” 
Bruce Barton, New York advertis- 
ing executive and national cam- 
paign chairman, announced at the 
outset of this year’s drive that a 
goal of $8,000,000 was sought. 

Funds collected will be used for 
research, upon which the associa- 
tion places major emphasis, and 
for professional education and the 
development of community serv- 
ices. Research is now under way 
with the financial assistance of the 
organization on rheumatic fever, 
hardening of the arteries and high 
blood pressure. These three ac- 
count for 90 per cent of all heart 
diseases. 
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A BOON FOR 
HOSPITALS 


An amazingly compact machine of gleaming white 
baked enamel, the Ajax Electric Iceman 

is the modern, economical answer to ice problems 
throughout a hospital. It fits multiple locations, 

in diet kitchens, cafeterias, dining rooms 

or any place where a ready supply of ice is needed. 
It automatically produces solid, 

sparkling clear ice cubes as needed 

at tremendous savings. It keeps hundreds of cubes 
instantly available in its convenient storage hopper 
for dietary needs . . . for ice caps, packs, 

and oxygen machines. 

It cleans itself automatically. 

Install the Ajax Electric Iceman where needed. 

You eliminate delivery delays, cut ice costs 

as much as 70%. Send for full information today! 


AJAX CORPORATION OF AMERICA 
EVANSVILLE, INDIANA 


* . R , 
Servel’s compressor carries their five-year warranty. 


HURRY! get your Ajax. 
ELECTRIC ICEMAN NOW 


Send:the coupon today for full information 


Other Ajax products include: Flake Ice Machines 
. Reffigerated Carbonated Soft Drink Dispensers 
* Perfjanent and Mobile Air Conditioning Units. 
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CORPORATION OF AMERICA 


2509 E. Washington Avenue, Evansville, Indiana 
Send complete information on the Ajax Electric Iceman. 
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MacEachern Joins Association Staff 


Dr. Malcolm T. MacEachern, di- 
rector emeritus of the American 
College of Surgeons and director 
of the college’s hospital activities, 
has joined the staff of the Ameri- 
can Hospital Association as director 
of professional relations. The an- 
nouncement of his new position 
was made at last month’s Mid- 
Year Conference of presidents and 
secretaries of state hospital asso- 
ciations in Chicago. (See editorial 
on page 69.) 

George Bugbee, executive di- 
rector of the Association, said last 
month that Dr. MacEachern’s ap- 
pointment was not related to the 
Association’s plans for a hospital 
approval program. Such a pro- 
gram is now being discussed with 
other organizations on a_ basis 
pointing toward a joint operation. 

“While the appointment does not 
mean that Dr. MacEachern will be 
assigned direct responsibility in a 
standardization program,” Mr. 
Bugbee said, “his advice and long 
experience through his Association 
assignment will be available.” 

For more than 25 years Dr. Mac- 
Eachern has headed the hospital 
standardization program of the 
American College of Surgeons, and 
as a result he is intimately familiar 
with the operation of individual 
hospitals. 

Details of Dr. MacEachern’s new 
assignment were not announced, 
but he will be concerned with As- 
sociation programs aimed at de- 
veloping better professional rela- 
tions in hospitals. 

A past president of the Ameri- 
can Hospital Association, Dr. Mac- 
Eachern received its award of mer- 
it in 1941. He is currently presi- 
dent of the American Protestant 
Hospital Association and director 
of the course in hospital adminis- 
tration at Northwestern Univer- 
sity. He will continue his activities 
at Northwestern. 

The appointment of Dr. Mac- 
Eachern brings to the Association 
staff one of the best-known per- 
sons in the hospital field. Dr. Mac- 
Eachern’s “Hospital Organization 
and Management” is a well-known 
contribution to hospital literature, 
as is his other book, ‘‘“Medical Rec- 
ords in the Hospital.” 

From 1913 to 1922, Dr. Mac- 
Eachern was general superinten- 
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DR. MALCOLM T. 
MacEachern, who 
was appointed last 
month as the Ameri- 
can Hospital Asso- 
ciation's director of 
professional relations. 


dent of the Vancouver (B.C.) Gen- 
eral Hospital. He became associate 
director of the American College 
of Surgeons in 1923 and held that 
position until 1949, when he be- 
came director. Since 1923 he has 
been director of hospital activities 
for the college. Last year, upon 
his retirement as the college’s di- 
rector, he was succeeded by Dr. 
Paul R. Hawley, former chief med- 
ical director of the Veterans Ad- 
ministration and later chief execu- 
tive of the Blue Cross-Blue Shield 
Commissions. 

Dr. MacEachern has also served 
as secretary of the Veterans Ad- 
ministration’s medical council, as 
president of the International Hos- 
pital Association, as assistant pro- 
fessor of medicine at Northwestern 
University Medical School, and as 
president of the Chicago Medical 
Society. 


Inter-American Association 


The American Hospital Associa- 
tion, through its executive director, 
may become the administrative 
agency which will supervise the 
affairs of the Inter-American Hos- 
pital Association. The American 
Hospital Association’s Board of 
Trustees approved in principle last 
month the establishment of a con- 
tractual agreement with the Inter- 
American group for this purpose. 

Although no operating funds for 
the Inter-American Hospital As- 
sociation are presently available 
for maintenance of a comprehen- 
sive program, it appears that this 
deficiency may be overcome in the 
near future and that an active 
inter-American program may be 
eminent. The trustees of the Inter- 
American Hospital Association 
have expressed an interest in hav- 
ing the assistance of the American 
Hospital Association. 









Personnel Practices 


All Association member hospitals 
will be invited to participate in the 
Management Survey of Personnel 
Practices being conducted by the 
Council on Administrative Practice. 
A trial run of about 450 hospitals 
has been completed, and on the 
basis of the experience gained from 
this test, the Board of Trustees last 
month authorized distribution, at 
a later date, to all member hospi- 
tals. ; 

The Management Survey of Per- 
sonnel Practices is a method by 
which a hospital may evaluate its 
own personnel practices and com- 
pare its score with those of other 
hospitals. 


Admission to Exhibits 


A restriction on admission of 
visitors to exhibit floors at Associ- 
ation conventions was approved by 
the Board of Trustees at its Chica- 
go meeting last month. 

In the future, admission to the 
exhibit floor will be restricted to 
individuals concerned directly or 
indirectly with the administration 
of institutional health services, to 
bonafide employees of exhibiting 
firms and organizations, and to cer- 
tain other persons who have re- 
ceived previous Association ap- 
proval. 

Eligible hospital representatives 


. and exhibiting organizations shall 


be privileged to nominate visitors 
from outside the health field and 
from nonexhibiting industrial firms 
to attend the exhibit on the after- 
noon of the last day of the conven- 
tion. But such nominations must 
be submitted, listing the names of 
the prospective guests, at least 30 
days prior to the opening date of 
the convention. These nominations 
must be accompanied by a state- 
ment outlining the specific reasons 
why the nominating person or or- 
ganization desires the privilege of 
the exhibit floor for its nominee or 
nominees. The nominating person 
or organization must agree to as- 
sume responsibility for the conduct 
of nominees while on the exhibit 
floor. 

Upon reeeipt of the nominations, 
the Association will judge their 
validity and will extend or with- 
hold invitations, notifying the nom- 
inating person or organization of 
the disposition of each nomination. 
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Hospital Employee Participation 


Hospital employee groups gener- 
ally have shown a high rate of 
utilization of Blue Cross benefits, 
and this fact has caused some Blue 
Cross plans to place restrictions on 
coverage of these workers. 

The Covncil on Prepayment 
Plans and Hospital Reimbursement 
has prepared a statement, since ap- 
proved by the Blue Cross Commis- 
sion and the Association’s Board of 
Trustees, as a guide to plans and 
hospitals to aid in establishing 
workable and equitable arrange- 
ments for handling this problem. 
The statement was approved with 
the understanding that local condi- 
tions may require modification of 
the suggested procedure. 

The statement, which will be dis- 
tributed to institutional members 
of the Association, outlines briefly 
Blue Cross experience with cover- 
age of hospital employee groups 
and presents a set of recommenda- 
tions for Blue Cross plans and hos- 
pitals. Briefly, the statement rec- 
ommends that “No general restric- 
tions be established by Blue Cross 
plans with respect to enrollment or 
financial limitations on amounts of 
service available to hospital groups 
which do not apply equally to all 
other groups within the Blue Cross 
plan, provided that hospitals agree 
to establish definite rules and regu- 
lations governing admissions of 
hospital employees, to control inci- 
dence and indiscriminate use of 
services.” 

Blood as a benefit: The Board 
considers it inadvisable to include 
blood as a benefit in prepaid hos- 
pital expense contracts. Such in- 
clusion, the Board said, would 
Make difficult or impossible the 
creation and maintenance of large 
surplus blood pools necessary for 
military and civil defense purposes. 
It would present an insurmounta- 
ble blood procurement problem 
and would add unnecessarily to 
the cost of hospital care, the Board 
decided. 


New York Plan Celebrates 


United Medical Service, the Blue 
Shield plan in New York City and 
surrounding area, celebrated the 
enrollment of its 2,000,000th mem- 
ber during J anuary with a dinner 
at the Biltmore Hotel and the 
receipt of an achievement award. 
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Dr. Charles Gordon Heyd, presi- 

dent of the plan, acting in behalf 
of United Medical Service received 
the award from Dr. Howard 
Schriver, president of the national 
Blue Shield Commission. Also 
present at the dinner were the 
2,000,000th member, Joseph Sei- 
bold, and his family and Dr. Elmer 
L. Henderson, president of the 
American Medical Association. 
. United Medical Service has 
18,000 participating physicians 
serving its members. During 1950, 
the plan paid 221,000 bills, which 
amounted to approximately $9,- 
600,000. 


Directs Maryland Plan 


In a joint announcement during 
February, Maryland Hospital Serv- 
ice and Maryland Medical Service 
announced the 
appointment of 
Reginald H. 
Dabney as ex- 
ecutive director 
to succeed J. 
Douglas Col- 
man. Mr. Col- 
man is now vice 
president for 
finanical devel- 
opment of Johns 
Hopkins Uni- 
versity and Hos- 
pital. 

Mr. Dabney has been assistant to 
the director of the-Maryland Blue 
Cross plan since 1946. Enrollments 
in Maryland Medical Service, the 
Blue Shield plan, were started in 
October 1950 and by the end of 
the year totaled 8,000 members. 


MR. DABNEY 


Central Pennsylvania 


Capital Hospital Service, Inc., 
the Blue Cross plan in the central 
area of Pennsylvania, has an- 
nounced that hospital payments in 
1950 for care of Blue Cross sub- 
scribers amounted to over 90 per 
cent of the plan’s income. Hospital 
bills paid for 61,663 members 
amounted to $5,170,000 in 1950, an 
increase of 20 per cent over the 
figure for 1949 according to Cle- 
ment W. Hunt, executive director 
of the plan. 

To offset rising costs and in- 
creased usage of Blue Cross mem- 
bership, the plan has increased its 
rates effective March 1. Group 


rates for one person will now be 
$1.35; for two persons, $2.70, and 
for a family, $3.50 per month. 


Rhode Island TV Program 


Last New Year’s Eve, Hospital 
Service Corporation of Rhode 
Island and Rhode Island Physicians 
Service, Providence, co-sponsored 
a successful television and radio 
program featuring a review of the 
news highlights in the state during 
1950. In addition to interest in the 
content of the program, the fact 
that it was the first “simulcast” 
program—both radio and televi- 
sion—to originate in Rhode Island 
brought it much publicity. 

Combined with the year’s news 
highlights was factual information 
about Blue Cross and Blue Shield, 
the latter of which marked its first 
anniversary in January 1951 with 
an enrollment of 120,000 members 
or 16 per cent of the state’s popu- 
lation. 


Home Nursing Care Program 


The Veterans Administration has 
signed contracts with 226 commu- 
nity nursing agencies in all parts 
of the United States to put its part- 
time home nursing care program 
on a national basis. 

Expansion of the program, which 
was launched on a six months trial 
basis in the New England states, 
will enable the Veterans Adminis- 
tration to give high quality medi- 
cal care to veterans with service 
injuries or illnesses who can be 
treated in their own homes under 
the home-town medical care pro- 
gram. 

Inauguration of the home nurs- 
ing program on a national basis is 
expected to free beds in Veterans 
Administration hospitals now oc- 
cupied by patients. 


Approved Blue Cross Plans 


Eighty-eight Blue Cross plans 
have been approved for 1951 by the 


American Hospital Association’s 
Board of Trustees. Included was 
one plan receiving approval for the 
first time—the Marion County Hos- 
pital Service, Inc., of Fairmont, W. 
Va. One other plan, previously ap- 
proved, was not reapproved be- 
cause it failed to submit an 
application for reapproval as re- 
quired by the Association’s 
by-laws. This is the Connecticut 
Hospital Service, Inc., New Haven. 
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Plans approved for 1951 are: 

Hospital Service Corporation of Al- 
abama, Birmingham, Ala. 

Associated Hospital Service of Ari- 
zona, Phoenix, Ariz. 

Arkansas Medical and Hospital 
Service, Inc., Little Rock, Ark. 

Hospital Service of Southern Cali- 
fornia, Los Angeles, Calif. 

Hospital Service of 
Oakland, Calif. 

Colorado Hospital Service, Denver, 
Col. 

Group Hospital Service, Inc., Wil- 
mington, Del. 

Group Hospitalization, 
Washington, D. C. 

Florida Hospital Service Corpora- 
tion, Jacksonville, Fla. 

United Hospitals Service Associa- 
tion, Atlanta, Ga. 

West Georgia Hospital Service 
Association, Inc., Columbus, Ga. 


California, 


anC:.; 


Hospital Service Association of 
Savannah, Ga. 

Idaho Hospital Service, Boise, 
Idaho. 


Blue Cross Plan for Hospital Care, 
Chicago, Ill. 

Illinois Hospital Service, 
Rockford, Il. 

Blue Cross Hospital Service, Indi- 
anapolis, Ind. 

Hospital Service, Inc., of Iowa, Des 
Moines, Iowa. 

Associated Hospitals Service., Inc., 
Sioux City, Iowa. 

Kansas Hospital Service Associa- 
tion, Inc., Topeka, Kan. 

Blue Cross Hospital Plan, Inc., 
Louisville, Ky. 


Inc., 


Louisiana Hospital Service, Baton’ 


Rouge, La. 
Hospital Service Association of New 
Orleans, New Orleans, La. 


Associated Hospital Service of 
Maine, Portland, Maine. 

Maryland Hospital Service, Balti- 
more, Md. 

Massachusetts Hospital 
Inc., Boston, Mass. 

Michigan Hospital Service, Detroit, 
Mich. 

Minnesota Hospital Service Associ- 
ation, St. Paul, Minn. 

Mississippi Hospital and Medical 
Service, Jackson, Miss. 

Group Hospital Service, Inc., Kan- 
sas City, Mo. 

Group Hospital Service, Inc., St. 
Louis, Mo. 

Hospital Service Association of 
Montana, Helena, Mont. 

Associated Hospital Service of Ne- 
braska, Omaha, Neb. 

New Hampshire-Vermont Hospital- 
ization, Concord, N. H. 

Hospital Service Plan of New 
Jersey, Newark, N. J. 

Hospital Service, Inc., Albuquerque, 
N. M. 

Associated Hospital Service of 
Capital District, Albany, N. Y. 

Hospital Service Corporation of 
Western New York, Buffalo, N. Y. 

Chautauqua Region Hospital Serv- 
ice Corporation, Jamestown, N. Y. 

Associated Hospital Service of New 
York, New York, N. Y. 

Rochester Hospital Service Corpor- 
ation, Rochester, N. Y. 

Group Hospital Service, Inc., Syra- 
cuse, N.. ¥. 

Hospital Plan, Inc., Utica, N. Y. 

Hospital Service Corporation of 
Jefferson County, Watertown, N. Y. 

Hospital Saving Association of 
North Carolina, Chapel Hill, N. C. 

Hospital Care Association, Inc., 
Durham, N. C. 


Service, 





ADMISSION-STAY 


HOSPITAL ADMISSIONS 
(NET INPATIENT) 


PER 1,000 PARTICIPANTS 








Tn. aT RT ORO 


Admissions of Blue Cross plan 
members during November 1950 rose 
to 121 per 1,000 members, an increase 
of 2 per 1,000 members over the Oc- 
tober figure of 119. In December the 
admissions reached the lowest point 
in three years dropping to 103 per 
1,000 Blue Cross members. Corre- 
sponding figures for November and 
December 1949 show that there were 
respectively 119 and 105 admissions 
per 1,000 members. With the excep- 
tion of December, admission figures 
during 1950 were consistently higher 
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than the figures for the same months 
in 1949. 

The average length of stay in Oc- 
teber 1950 was 7.63 days, an increase 
of .1 days over the September average 
stay of 7.53. Stays for hospitalized 
Blue Cross patients during November 
decreased to 7.57 days, a reduction of 
.06. For both October and November 
1950, the average length of stay was 
.01 less than figures for the corre- 
sponding months in 1949. 

The number of inpatient days of 
care per 1,000 participants increased 
to 857 days in October and continued 
increasing to 922 days in November 
1950. During September the inpa- 
tient days were 825 per 1,000 par- 
ticipants. 












North Dakota Hospital Service As- 
sociation, Fargo, N. D. 

Akron. Hospital Service, Akron, 
Ohio. 

Hospital Service, Inc., 
County, Canton, Ohio. 

Hospital Care Corporation, Cincin- 
nati, Ohio. 

Cleveland Hospital Service Associ- 
ation, Cleveland, Ohio. 

Central Hospital Service, Columbus, 
Ohio. 

Hospital Service, Inc., Lima, Ohio. 

Hospital Service Association of 
Toledo, Toledo, Ohio. 

Associated Hospital Service, Inc., 
Youngstown, Ohio. 

Group Hospital Service, Tulsa, Okla. 

Northwest Hospital Service, Port- 
land, Ore. 

Hospital Service Plan of Lehigh 
Valley, Allentown, Pa. 

Capital Hospital Service, Inc., Har- 
risburg, Pa. 

Associated Hospital Service of 
Philadelphia, Philadelphia, Pa. 

Hospital Service Association of 
Pittsburgh, Pittsburgh, Pa. 

Hospital Service Association of 
Northeastern Pennsylvania, Wilkes- 
Barre, Pa. 

Hospital Service Corporation of 
Rhode Island, Providence, R. I. 

South Carolina Hospital Service 
Plan, Greenville, S. C. 

Tennessee Hospital Service Associ- 
ation, Chattanooga, Tenn. 

Community Hospital Service, 
Kingsport, Tenn. 

Memphis Hospital Service and Sur- 
gical Association, Memphis, Tenn. 


of Stark 


Group Hospital Service, Dallas, 
Texas. 
Intermountain Hospital Service, 


Salt Lake City, Utah. 

Piedmont Hospital Service Associa- 
tion, Lynchburg, Va. 

Virginia Peninsula Hospital Service 
Association, Newport News, Va. 

Tidewater Hospital Service Associ- 
ation, Norfolk, Va. 

Virginia Hospital Service Associa- 
tion, Richmond, Va. 

Hospital Service Association of 
Roanoke, Roanoke, Va. 

Washington Hospital Service, Se- 
attle, Wash. 

Associated Hospitals, Inc., Bluefield, 
W. Va. 

Hospital Service, Inc., Charleston, 

s Va, 

Marion County Hospital Service, 
Inc., Fairmont, W. Va. 

Blue Cross Hospital Service, Inc., 
Huntington, W. Va. 

Parkersburg Hospital Service, Inc., 
Parkersburg, W. Va. 

West Virginia Hospital Service, Inc., 
Wheeling, W. Va. 

Associated Hospital Service, Inc., 
Milwaukee, Wis. 

Wyoming Hospital Service, Chey- 
enne, Wyo. 

Puerto Rico Hospital Service As- 
sociation, San Juan, (Santurce) 
Puerto Rico. 

Alberta Blue Cross Plan, Edmonton, 
Alba. ; 

Manitoba Hospital Service Assocla- 
tion, Winnipeg, Manit. ; 

Maritime Hospital Service Assocla- 
tion, Moncton, N. B. 

Blue Cross Plan for Hospital Care, 
Toronto, Ont. : 

Quebec Hospital Service Assocla- 
tion, Montreal, Que. 
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Student Nurse 


—to Supervisor... 


LINDE can help with 


Oxygen Administration 


|| The “Oxygen Therapy Hand- 
book” describes techniques 


and makes it easier to carry 
out the physician’s prescription. 


Mm The motion picture “Oxygen 

BD sess Procedures” makes 

it easier to learn the tech- 
niques ...and remember them! 

Lectures and demonstrations by 
LinDE representatives help to clarify 
specific points on oxygen therapy 
procedure. 

These are parts of our services to 
users of LinDE oxygen U.S.P. Send 
for the Handbook today. There is no 
obligation. Motion picture showings Zs” 
can be arranged by calling the nearest 
LinDE office. 


LINDE AIR PRODUCTS 
A DIVISION OF 
UNION CARBIDE AND CARBON CORPORATION 
30 East 42nd Street [T[a{qj New York 17, N. Y. 
Offices in Other Principal Cities 


In Canada: Dominion Oxygen Company, Limited, 
Toronto 


The term ‘‘Linde” is a trade-mark of Union Carbide and Carbon Corporation. 
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the surgeon general’s Committee 
on Medical School Grants and 
Finances. Chairman of the group 
was Lowell J. Reed, Sc.D., of Johns 
Hopkins University. 

The report, concerned with finan- 
cial problems in medical education 
and research, states in part: 

“All four-year medical schools 


Medical School Finances 


Cognizance is taken of the role 
of hospitals in medical education 
in a special report published in 
Washington on February 17. The 
report was submitted to Dr. 
Leonard A. Scheele, surgeon gen- 
eral of Public Health Service, by 





..no more ridiculous than scrubbing 
and maintaining flcors with old- 

fashioned soap and water 
ethods and materials. 


Hillyard modern floor care methods save up 
to 50% in labor costs. Hillyard products are 
tailor-made for particular jobs to enhance the 
ty and prolong the life of any floor .. . every 
product I is s quick oats, sale and easy to use and safe underfoot. u/ L 

approved SUPER SHINE-ALL for instance, is specifically designed as an 
all-purpose, neutral chemical cleaner to do a thorough job WITHOUT 

RINSING, in half the time. SUPER HIL-TONE, Hillyard’s non-greasy dressing, 

formulated to hold down dust, eliminates frequent dusting, speeds 

maintenance of floors, woodwork, furniture. 


Users of specialized Hillyard products get the BEST in modern building 
surface care because Hillyard products are laboratory and field tested! 


That's why architects, flooring manufacturers, building managers, flooring 
contractors and maintenance men PREFER to endorse Hillyard SPECIALIZED 

floor treatment products and equipment for practical care of floors in 
hospitals, schools, gymnasiums, factories, public and private buildings. 


Want to learn how Hillyard can simplify your floor care? Just mail the 
coupon. No obligation. HILLYARD CHEMICAL CO. 
St. Joseph, Mo. Dept. B 1-3 


will po please send us information on proper ma- 
terials ded 1 and treating the 


' '° 
following types of floors. No obligation. 












Consult the Hillyard trained floor 
expert in your vicinity “The Hill- 
yard Maintaineer” 














































. On Your Staff Asphalt Tile Cement 
Not Your Pa yro Il Rubber Linoleum 
Wood Marble 
Gym Tile 
Terrazzo 
NAME TITLE 
INSTITUTION. 
St. Joseph, Missouri 
ADDRESS. 






BRANCHES and WAREHOUSE STOCKS 


IN PRINCIPAL CITIES “4 city STATE 





140 














and one basic science school had 
or reported the use of the clinica] 
facilities of hospitals and out- 
patient departments. The relation- 
ships between the medical schools 
and their affiliated hospitals and 
clinics, however, involved so many 
factors that the financial division 
between schools and hospitals be- 
comes an area rather than a line. 

“This area reflects wide differ- 
ences in procedures and in pur- 
poses, including differences in 
sources of support, in relative 
financial independence of individ- 
ual medical schools and hospitals, 
in the extent to which the hospital 
is regarded as a community agen- 
cy, in tradition, and in accounting. 
As a result, no consistent account- 
ing policy appears with respect to 
the costs chargeable to the medical 
schools for expenses incurred by 
hospitals and clinics. 

“In some schools, hospital ex- 
penses are reflected in their en- 
tirety on the medical school cost 
records; in others, they are re- 
flected to some extent, and in still 
others, these expenses are so com- 
pletely separate as to be entirely 
outside the school’s financial re- 
sponsibility or control. (In report- 
ing expenses for hospital and clinic 
activities, a few schools included 
relatively minor amounts spent for 
nursing education.) The data fur- 
nished by the schools for the pres- 
ent study were inadequate for com- 
putation of the costs of hospital 
teaching beds. Further study of 
this important problem is _ indi- 
cated. 

“The wide variations in account- 
ing for hospital and clinic expenses 
are shown by the fact that no hos- 
pital or clinic expenses were re- 
ported by 10 of the 29 four-year 
public schools, or by 16 of the 43 
four-year private schools. For the 
19 public schools reporting this 
activity, the amounts ranged from 
$8,094 to $5,791,071, and for the 27 
private schools the range was from 
$200 to $3,541,883. These 46 schools 
indicated total expenditures 
amounting to 39.5 million dollars 
for hospital and clinic activities. 
Of this amount, the public schools 
accounted for 23.9 million dollars 
and the private schools for 15.6 
million dollars.” 

Serving on the Reed committee 
were Dr. George Baehr, Dr. Robin 
C. Buerki, Dr. Edward A. Doisy, 
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Dr. E. E. Irons, Dr. Hugh J. Mor- 
gan, Dr. B. O. Raulston, Dr. James 
S. Simmons, R. G. Gustavson, Algo 
D. Henderson, Carlyle Jacobsen 
and Herman B. Wells. 


Health Education Aid 


A bill to provide gove:nment as- 
sistance for the education of doc- 
tors, dentists, nurses and allied 
professional workers in the health 
field, including hospital adminis- 
trators, was approved unanimous- 
ly last month by the Senate 





Committee on Labor and Public 
Welfare. Underlying the proposed 
government assistance is the idea 
that the cost of providing adequate 
facilities for the education of 
health workers is so high it deters 
expansion of university programs. 

According to the bill as it was 
approved in committee, financial 
assistance to universities would be 
given as follows: 

To schools of medicine or osteo- 
pathy providing training leading 
to degrees, $500 for each student 
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Illustrated here is one of the many reasons 
why surgeons look first to HASLAM. The 
O’Sullivan-O’Connor Abdominal Retractor 
is correctly designed, has the original 
LOKTITE control and is in every sense of 
the word, self-retaining. All retractors, 
manufactured by HASLAM, anticipate the 
problems met during the course of surgical 
procedures — because, they are designed by 


surgeons for use by surgeons. 


“Since 1848, Obedience i 


Fred Haslam 


Brooklyn 6, New York 


83 Pulaski Street e 
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OF YOUTH? 


FOR US! 


RUE, we're over a 

hundred years old, 
but the waters of the mythical 
Fountain of Youth are not for 
us. Instead, we try to rejuve- 
nate ourselves with new ideas, 
new discoveries, new tech- 
niques and applications in sur- 
gery. Best of all, we apply 
our years-old experience in 
precision craftsmanship to the 
solution of today’s surgical 
problems. That’s how we keep 
so vitally young. 





















To The Surgeon's Touch” 


& Co., 
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enrolled in the program; to schools 
of dentistry, $400; to schools of 
dental hygiene, $150; to schools of 
nursing, $200 for each student en- 
rolled for a baccalaureate degree; 
to schools of public health voca- 
tional education, $100; to schools 
offering graduate degrees in public 
health, including hospital adminis- 
tration, $1,000. This latter provi- 
sion, then, would apply to hospital 
administration courses only if of- 
fered in schools of public health. 

The bill specifies that schools 
which increase their enrollments 
will receive a premium for all stu- 
dents enrolled in excess of the av- 
erage class. For most categories 


listed above, the premium amounts - 


to double the original government 
payment. The exceptions are nurs- 
ing, where the premium would be 
$100, and public health vocational 
education, with a premium of $50. 


New State Medical Center 


The State University of New 
York, founded two years ago, has 
announced plans for the construc- 
tion of the State University Medi- 
cal Center to expand facilities of 
Long Island College of Medicine. 
The Long Island school and Syra- 
cuse University School of Medicine 
were taken over by the state when 
the state university was _ estab- 
lished. 

According to plans for the medi- 
cal center, the school will have the 
largest enrollment in the country, 
with classes of 200 medical stu- 
dents entering each year. Long 
term plans for the center also call 
for enrollments of 400 dental stu- 
dents and 400 nursing students. 




















Headquarters Relocated 


Two organizations which 
formerly maintained their 
national headquarters at the 
same address as the Ameri- 
can Hospital Association an- 
nounced new headquarters 
last month. Both the Ameri- 
can Association of Medical 
Record Librarians and the 
American Association of 
Nurse Anesthetists are now 
at 116 S. Michigan Avenue, 
Chicago. 














Johns Hopkins Professor 


Dr. Paul C. Lembcke, formerly 
associate director of the Council of 
Rochester (N. Y.) Regional Hos- 
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Continuing pioneering 
advancements unequalled 
in the history of X-Ray, 
Keleket announces the 250 
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pitals, has been appointed associate 
professor of public health admin- 
istration at the Johns Hopkins 
University School of Hygiene and 
Public Health, according to an an- 
nouncement made recently by Dr. 
Ernest L. Stebbins, director of the 
school. 

Dr. Lembcke will conduct the 
graduate program of hospital ad- 
ministration in conjunction with 
Dr. Edwin L. Crosby, adjunct pro- 
fessor of public health administra- 


tion at the university and director 
of Johns Hopkins Hospital. Dr. 
Lembcke will serve also as an as- 
sociate in administration at the 
hospital. 


Northwestern Appointment 


Richard D. Vanderwarker, ad- 
ministrator of Passavant Memorial 
Hospital, Chicago, has been ap- 
pointed associate director of the 
program in hospital administration 
at Northwestern University. The 
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program is directed by Dr. Mal- 
colm T. MacEachern, now director 
of professional relations for the 
American Hospital Association and 
director emeritus of the American 
College of Surgeons. 

Mr. Vanderwarker, who will 
continue his duties as administra- 
tor of Passavant Memorial Hospit- 
al, received a master’s degree in 
hospital administration from 
Northwestern University in June 
1950, at which time he received the 
Malcolm T. MacEachern Award for 
“exceptional achievement in the 
study of hospital administration.” 
Immediately afterward, he was ap- 
pointed to the faculty as lecturer 
and coordinator of the course in 
hospital organization and manage- 
ment. 





INSTITUTES 

(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Institute on Dietetics, in conjunction with 
New England Hospital Assembly—March 
29-30; Boston (Kenmore Hotel). 

Institute on Purchasing, in conjunction with 
Southeastern Hospital Conference—April 
2-3; St. Petersburg (Vinoy-Park Hotel). 

Institute on Personnel Relations, in conjunc- 
tion with Midwest Hospital Association— 
April 9-10; Kansas City, Mo. (President 
Hotel). 

Institute on Dietetics—April 23-27; Pasa- 
dena, Calif. (Huntington Hotel). 

Institute on Public Relations, in conjunction 
with Carolinas-Virginias Hospital Confer- 
ence—April 24-25; Roanoke, Va. (Roanoke 
Hotel). 

Institute on Personnel Relations, in conjunc- 
tion with Texas Hospital Association— 
April 27-28; San Antonio (Plaza Hotel). 

Institute on Laundries, in conjunction with 
Tri- State Hospital Assembly—May 3-4; 
Chicago (Palmer House). 

Institute on Administrative Utilization of Ac- 
counting Data, in conjunction with Upper 
Midwest Hospital Conference—May |4- 
15; Minneapolis (Nicollet Hotel). 

Institute on Credit and Collections, in con- 
junction with Middle Atlantic Hospital As- 
sembly—May 21-22; Atlantic City (Cla- 
ridge Hotel). 

Institute on Engineering—June 4-8; New York 
City (Hotel New Yorker). 

Institute for Medical Record Librarians—- 
June 4-8; Chicago (Knickerbocker Hotel). 

Institute on Pharmacies—June 11-15; New 
Orleans (Roosevelt Hotel). 

Institute on Public Relations—June 18-20; 
Princeton, N. J. (Westminster Choir Col- 
lege). 

Institute on Housekeeping—June 25-29: 
Pittsburgh (Webster Hall). 

Institute on Purchasing—Oct. 22-26; High- 
land Park, Ill. (Moraine Hotel). 

Institute on Establishment—Nov. 5-9; Wash- 
ington, D. C. (Wardman Park Hotel). 
Institute on Personnel Relations—Nov. 5-9: 
Richmond, Va. (John Marshall Hotel). 
Institute on Laundries—November 26-30; 
Boston (Kenmore Hotel). ; 
Institute on Financial Administration of the 
Proprietary Hospital — November 5-9: 

Houston (Rice Hotel). 
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“Baie coming so fast this year that we scarcely 
have time to tell you about them. 

In January we reported on our second over-the-goal 
campaign for Bronson Methodist Hospital at Kalamazoo, 
Michigan, for which we helped to raise more than 
$1,258,000 against a $991,000 goal. 

Last month, we told you about our third straight 
successful campaign for St. Joseph Memorial Hospital, 
Michigan, which raised $341,000 against a $300,000 goal. 


Now this time we have two more victories to report! 


a Hospital 

AT DOVER—NEW PHILADELPHIA, OHIO 
GOAL: $180,000 
RAISED: $236,518 


We directed a campaign for this hospital in 1948, in which 
$347,185 was contributed. This latest success makes possible 
the completion of the new hospital building by early Summer. 
Including previously contributed funds and a government 
grant, $1,147,314 will be spent on the building and equipment. 


— Conky (Ee ¢ WMovepiited 


AT CAMBRIDGE, OHIO 


GOAL: $350,000 
RAISED: $395,686 


This was our second over-the-goal campaign for this client, 
for whom we raised $388,400 in 1947, and assures the people 
of Guernsey County that their new hospital building can be 
completed on schedule. 


We will be glad to consult with hospital 
boards and administrators at no obligation. 


KETCHUM, INC. 


Campaign Dixection 


CHAMBER OF COMMERCE BLDG., PITTSBURGH 19, PENNSYLVANIA 
Cariton G. KetcHuM NorMan MacLeop McCiean Work 
President Exec. Vice President Vice President 


500 FIFTH AVENUE, NEW YORK 18, NEW YORK 
H. L. Gires, Eastern Manager 


MEMBER AMERICAN ASSOCIATION OF FUND RAISING COUNSEL 
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Disaster Service for Crash Victims 


For the second time within a 
year, Perth Amboy (N. J.) Gen- 
eral Hospital has implemented its 
disaster plan to serve in a major 
emergency within its neighbor- 
hood. The plan, originated by the 
hospital early in 1950, was first put 
into effect when a munitions ex- 


plosion occurred at the South Am- 
boy docks in May of last year. An 
article by Anthony W. Eckert, di- 
rector, and David Riddell, director 
of public relations, in the Septem- 
ber 1950 issue of HOSPITALS, told 
how the disaster program at Perth 
Amboy General Hospital enabled 
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Minimize Trauma, Pain and Leakage 


Conventional hypodermic needles are like miniature biopsy 
needles—they cut out tiny cylinders of tissue removing 
nerve elements. In tissue so traumatized, pain lingers and 
the medication may leak out along the path of the needle. 
The rapier-points and rounded edges of “Blue 
Label” Needles are designed to penetrate by parting 
rather than by painfully slicing tissue fibers. Rapier-points 
are stronger—stay sharp longer because they contain 
more metal than conventional needles. These 
hand-honed needles are subjected to painstaking control 
and inspection at every stage of manufacture to insure 
freedom from chips, burrs and abrasives. Thus, 
“Blue Label” Needles offer hospitals definite savings 
in time and money. Why not order a supply today from 
your nearest surgical supply dealer? J. Bishop & Co. 
Platinum Works, Medical Products Division, Malvern, 
Pa. In Canada: Johnson Matthey & Mallory Co., 
Ltd., 110 Industry Street, Mt. Dennis, Toronto 16. 


BISHOP "BLUE LABEL’ NEEDLES 


Made of 18-8, the safe stainless steel 


SERVICE TO SCIENCE AND INDUSTRY SINCE 1842 











the doctors and staff to admit 46 
victims and treat 150 other per- 
sons who were injured in the ca- 
tastrophe. 

The most recent disaster was the 
wreck of a Pennsylvania Railroad 
train in Woodbridge, N. J., on Feb- 
ruary 6, resulting in the death of 
83 persons and injury of hundreds. 
Ninety-three victims of the crash 
were admitted to Perth Amboy 
General Hospital. 

According to Mr. Eckert, “The 
hospital received no advance warn- 
ing that an accident had occured. 
The first indication was the arrival 
of two victims in the emergency 
room shortly after 6 P.M., at which 
time the switchboard operator 
went to work, and by 6:15 p.m. 
many of the doctors, nurses and 
other personnel were at their posts. 

When the train was derailed, the 
census, excluding maternity and 
nursery, was 182, with 16 medical 
and surgical beds available. 

“Each victim was tagged as he 
entered the hospital to prevent du- 





Citation for Services 


Perth Amboy (N. J.) Gen- 
eral Hospital has received a ci- 
tation from Leonard Dreyfuss, 
director of civil defense in New 
Jersey, for its services to the 
victims of the Pennsylvania 
Railroad train wreck during 
February. In a letter to An- 
thony W. Eckert, director of 
the hospital, Mr. Dreyfuss 
wrote, “I am told... that the 
work of your hospital was 
amazingly efficient, and doubly 
effective because of the metic- 
ulous planning done by your 
entire staff, in preparation for 
just such an emergency.... 

“Your accomplishment pro- 
vides us with the inspiration to 
carry out similar plans 
throughout the state. It was 
very forcefully borne home to 
our office that emergency can 
strike suddenly and not nec- 
essarily as the result of enemy 
action. 

“We make a very deep bow 
to you and to the members of 
your staff for your valiant 
services, and for the inspira- 
tion you have given to our 
Civil Defense forces.” 
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Cut Cleaning Costs 


Do these 2 jobs with ONE machine 





Lightweight, powerful G-E Heavy-duty Clean- 
ers switch quickly from dry to wet pickup, tak- 
ing up mop water, shampoo suds, toilet over- 
flow, etc. With no waste motion, your mainte- 
nance workers move from cleaning upholstery 


THERMOTIC and carpets to cleaning hard floors and tile — 
rithout scratching polished surfaces. They get 
DRAINAGE PUMP . mee — 
more cleaning done in less time. 
No. 765-A Special attachments for quick, easy cleaning 
with of high-up, out-of-reach areas. Each cleaner con- 


AEROVENT* verts to powerful blower action for collecting 
coarse litter into convenient piles for easier dis- 
OVERFLOW posal. 


G. E.’s complete line of cleaners provides maxi- 





mum cleaning efficiency. Please mail coupon 


below for complete details. There’s no cost 
@A BIG TIME-SAVER 
FOR NURSES .. . the 
W GOMCO 765-A provides : , 
(Patents Nos, 2346841 and gentle, intermittent suc- Heavy-Duty Cleaning Equipment 


tion that does not harm 
delicate tissues. Can be set for 90 or 120 mm. of suction, 
and will operate indefinitely without varying. NEEDS G E N E R A L E LE C T R I C 
NO ATTENTION! No moving parts to wear out or 
make noise. AEROVENT VALVE is positive protection 
against an overfilled suction bottle. 


Write Today for 
General Catalog H-51 


or obligation. 
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GENERAL ELECTRIC COMPANY, Dept. 22-533 
1285 Boston Ave., Bridgeport 2, Conn. 


Without obligation, please send complete details on heavy-duty 
cleaning equipment. 
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plication of treatment or effort, and 
this tagging procedure greatly sim- 
plified the record taking task. 
“When the magnitude of the dis- 
aster was realized, it was apparent 
that the disaster unit in the base- 
ment of the hospital would not be 
large enough to accommodate the 
victims, so the doors to the lobby 
of a new wing to the hospital 
which is nearly completed were 
thrown open. Requests were sent 
out for additional beds, and until 


these arrived mattresses spread on 
the floor made victims comfortable. 

“Although the hospital had 
large quantities of blood, blood 
plasma and tetanus injection on 
hand, requests were sent out for 
these items to be on the safe side. 
They were quickly dispatched to 
the hospital. 

“Admission of patients was con- 
trolled, the director figuring that 
100 persons could be taken care of 
adequately. However, when our 





ALL NEW! Explosion-Proof 


Herb-Mueller ETHER-VAPOR and VACUUM UNIT 


A Preferred, Heavy Duty 
Unit For Combined 
Anesthesia and Surgical 
Suction— 


NOW BETTER THAN EVER! 


Particularly valuable in oral, 
throat, nasal and plastic proce- 
dures in which a mask cannot 
be used . . . the Herb-Mueller 
Unit is excellent, too, for ab- 
dominal or sinus drainage, 
bladder evacuation, and caesa- 
rean section. 


It ensures constant anesthetization with 
controlled ether-vapor flow—plus power- 
ful suction for every surgical need—amini- 
mizes the need for sponges and expedites 
the work of the surgeon. Utter dependa- 
bility has earned this unit an enviable 
reputation. It is safe, effective, sure—a 
heavy duty explosion-proof unit that re- 
quires a minimum of attention—an eco- 
nomical unit to save time and money in 
your operating rooms. 


IMPORTANT FEATURES 


New, powerful, explosion-proof motor, with all connections and switches safety sealed 
to meet Underwriters’ Laboratories recommendations for use in hazardous locations, 
Class 1, Group C. ... Twin pumps create vacuum up to 25 inches of mercury, and 


spray pressure to 25 pounds. . 


steel cabinet rolls easily on 4’’ conductive rubber casters. . 


. . Noiseless, vibration-free operation. . 


. . Quart and gallon suc- 
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and filter. . 


. . Write today for the interesting, complete new descriptive folder. 
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\ Manufactured and Sold Exclusively By 
/ Mueller and Company CHICAGO 12, ILLINOIS 
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records showed 90 admissions, am- 
bulance crews were instructed to 
take victims to other hospitals.” 

Emergency service was provided 
also by Muhlenberg Hospital in 
Plainfield, St. Peters Hospital and 
Middlesex General Hospital in New 
Brunswick, Monmouth Memorial 
Hospital and Hazard Hospital in 
Long Branch, Riverview Hospital 
in Red Bank, Fitkin Memorial Hos- 
pital in Asbury Park, Camp Kil- 
mer Station Hospital and Rahway 
Memorial Hospital. 

Because of the most recent dis- 
aster experience, Mr. Eckert has 
announced that some revisions in 
Perth Amboy General Hospital’s 
disaster plan will be made. In an 
article they are preparing for a 
forthcoming issue of HOSPITALS, 
Mr. Eckert and Mr. Riddell will 
outline the hospital’s experience in 
the train wreck and the present 
status of its disaster program. 


Warm Springs Foundation 


The Georgia Warm _ Springs 
Foundation, the largest treatment 
center in the world devoted exclus- 
ively to infantile paralysis, re- 
ported recently that it had carried 
a record load of 973 patients for 
60,908 hospital days in the 1949- 
1950 fiscal year ended last Sept. 
30. (See special section, page 37.) 

The foundation’s annual sum- 
mary said that the number of 
patients treated and the total of 
hospital days had increased stead- 
ily in past years, reflecting a 
mounting incidence of polio- 
myelitis and some of the worst epi- 
demics in history. The treatment 
figures for the last fiscal year are 
the largest since the institution was 
founded by Franklin D. Roosevelt 
in 1927. 

The report said that one-third of 
all the patients were between five 
and 14 years of age, and another 
third between 15 and 24. The aver- 
age stay was two months, while a 
few patients stayed more than a 
year. 

The Warm Springs staff per- 
formed 295 surgical operations and 
gave more than 100,000 individual 
treatments as well as muscle, func- 
tional and psychiatric examina- 
tions. About 15,000 special appli- 
ances, braces and casts were made 
for patients. 

The report also noted that the 
foundation had continued its work 
as a center for professional train- 
ing in physical therapy, orthopedic 
surgery, physical medicine and 
other aspects of polio education. 
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less steel clinical utensils—and particularly the kind that Polar Ware makes. There are 


Tee trend today is toward stain- 


many good reasons why this is true, but none more important than the improved measure 
of sterility provided by the seamless construction that identifies Polar Ware craftsmanship 


in metal working And when you consider that the same fabricating 


methods that make these well designed utensils so easy to work with also make them 
almost indestructible, you can understand why Polar Ware has earned a reputation for 


providing the most for your money in terms of long range economy. 


Leading hospital supply houses everywhere carry Polar Ware. Ask the men who call on 


you, or if you prefer, write direct for information on the complete Polar Ware line. 
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Outstanding Aide of 1950 


In the first annual competition 
for the year’s “Outstanding Aide 
to the Mentally Retarded,” Eileen 
Bunyan, an aide in the children’s 
colony at Monson State Hospital, 
Palmer, Mass., was selected by a 
panel of judges to receive the 
award for 1950. Announcement of 
the award was made by Oren Root, 
president of the National Associa- 
tion for Mental Health, under the 





auspices of which the competition 
will be conducted each year. 

Miss Bunyan, who was chosen 
from 5,000 aides in training schools 
for the mentally retarded, received 
a citation and $500. Honorary 
awards and cash awards will be 
made to other outstanding aides in 
19 states. 


Important Court Decision 
A far-reaching decision by the 
Supreme Court of Iowa has been 
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Now is the Time to Raise Funds.... 


No Matter When you Plan to Use them! 


It doés not matter when you plan to use funds, NOW is the 


Recent fund campaigns and particularly those currently be- 
ing directed by B. H. LAWSON ASSOCIATES, INC., prove be- 
yond any doubt that this is the time to make your appeal for 


There are three basic reasons for this: 

1. More people are employed at higher wages than ever be- 
fore in the history of our country. 

2. Spendable income is at an all time high — 195.5 billions 


3. The average person, when he has the money, is disposed 
to express his innate generosity by contributing to a cause 
he knows to be good and in which he believes. 


If you need funds to meet a demonstrable need of your com- 
munity or a segment of it, then you have the first requisite for 
a successful fund-raising campaign. We know this to be true 
because we know — from current campaigns throughout the 
country — that people have the money to contribute provided 
they are convinced that they are contributing to a worthy cause. 


But the vital question is: How to convince them that your 
cause will be to their benefit? That's where professional fund- 
raising counsel comes to your aid. It is essentially a matter of 
organization, direction and expert guidance. And that is what 
B. H. LAWSON ASSOCIATES, INC., is equipped to give you... 
years of successful experience in organizing and directing 


Without charge to you, we will conduct a survey to help you 
determine whether a fund-appeal in your community or in the 
segment which you serve would be successful. 

Send now to Dept. A-2 for a copy of our informative publica- 
tion, FUND RAISING, And remember, the fund-raising counsel- 
ling services of B. H. LAWSON ASSOCIATES is available with- 
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reported by Gerhard Hartman, 
Ph.D., superintendent of the State 
University of Iowa Hospitals and 
chairman of the Iowa Hospital As- 
sociation’s Council on Government 
Relations, and by John S. Howland, 
legal counsel for the Iowa associa- 
tion. The report was published in 
the Iowa Hospital Association’s 
February 9 Newsletter. 

In the case of Haynes vs. Presby- 
terian Hospital Association, de- 
cided on December 12, 1950, the 
court completely reversed its pre- 
vious holdings and ruled that a 
nonprofit hospital could be held 
liable to a paying patient for in- 
juries received as a result of the 
negligence of nurses employed by 
the hospital. 

While the case does not decide 
the issue with reference to the 
indigent patient who is receiving 
direct charity from the hospital, 
Mr. Howland’s interpretation states 
that the removal of the immunity 
in the case of the paying patient 
raises new and serious problems 
for the hospitals of Iowa. 

The import of the case is obvious, 
Mr. Howland said. “‘The charitable 
hospital, which has heretofore op- 
erated under the shield of this 
long recognized immunity will 
now be held to answer for the 
negligence of its employees and 
will be subject to damage suits by 
patients who have allegedly suf- 
fered injuries as a result of such 
negligent treatment. In addition 
to the fiscal problems arising from 
the expense of investigations and 
litigation and the potential liabil- 
ity for major damages, the pros- 
pect of multitudinous claims by 
patients for real or fancied injuries 
conjures up an _ administrative 
nightmare. The advisability of pro- 
viding liability insurance to pro- 
tect against such claims should be 
considered seriously by the hos- 
pital administrator and _ trustee.” 

In its opinion, as reported by Mr. 
Hartman and Mr. Howland, the 
court recognizes the diversity of 
opinion among the courts of the 
country on the question of im- 
munity of a charitable institution 
from liability for the negligence 
of its employees, and discusses the 
various theories upon which the 
doctrine of immunity is_ based. 
Specific reference is made to the 
earlier pronouncements of the Iowa 
court and the opinion quotes from 
the case of Andrews vs. Y.M.C.A., 
in which the court, through Justice 
Bliss, stated: “The various doc- 
trines which have been advocated 
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in support of immunity which we 
are considering, other than the 
public policy theory, have little 
inherent or real merit to recom- 
mend them. They are but legal 
fictions which the courts have an- 
nounced to make effective an im- 
munity which they have conceived 
to be a demand of sound public 
policy.” 

The court, in the instant case, 
then discusses the question of pub- 
lic policy and concludes that the 


reasons upon which the public 
policy of immunity was built no 
longer exist and that the incorpo- 
rated charity should be held liable 
for the negligence of its employees 
as in the case of other individuals 
or institutions. 

The following quotation from the 
opinion indicates the court’s rea- 
soning. The court says: “No doubt, 
at the outset of the theory, the 
need for charity in the way of 
treatment of the suffering was 
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urgent and the general good of 
society demanded encouragement 
thereof. At that time, hospitals... 
were relatively few in number and 
were created and conducted solely 
by funds donated by public spirited 
people. 

“Today the situation is vastly 
different. The hospital of today has 
grown into an enormous business 
. . . they own and hold large as- 
sets, much of it tax free by statute, 
and employ many persons. Also, 
we take judicial notice of the ex- 
tensive use of the many types of 
hospital insurance, as well as li- 
ability insurance by the institu- 
tions. Thus it is evident that times 
have changed and are now chang- 
ing in the business, social, eco- 
nomic and legal worlds . . . The 
basis for, and the need of such 
encouragement is no longer exist- 
ent.” 

In its decision, the court has 
stated that the policy of immunity 
must come from the legislature. 
Already legislation designed to 
limit the liability of nonprofit in- 
stitutions has been introduced and 
is pending before the current ses- 
sion of Iowa’s General Assembly. 


Red Cross Month 


President Truman has _pro- 
claimed March as Red Cross month 
and urged that citizens support, 
with financial contributions, the 
increased activities of the Ameri- 
can Red Cross. A goal of $85,000,- 
000 has been set for this year’s 
fund-raising drive, which was 
scheduled to open officially with a 
radio address by the President on 
February 27. 

In addition to carrying on its 
regular program of disaster relief 
and services for the armed. forces, 
the Red Cross this year will ex- 
pand its civilian blood procure- 
ment program in order to stockpile 
the quantities of blood plasma 
needed for defense purposes. 


Red Cross Nurse's Aides 


At the September meeting of 
the House of Delegates of the 
American Hospital Association a 
resolution was passed endorsing 
reactivation of the American Red 
Cross nurse’s aide training pro- 
gram. In the January issue of Hos- 
PITALS details of the current Red 
Cross emergency program were 
presented. 

In the field of nurse’s aide train- 
ing, the Red Cross, at the request 
of the National Security Resources 
Board, has agreed to provide 250,- 
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000 volunteer aides as part of civil 
defense mobilization. The organi- 
zation estimates that 150,000 of the 
215,000 volunteers trained during 
World War II will re-enter the 
program. 

An additional 100,000 persons 
must be given the standard Red 
Cross nurse’s aide training pro- 
gram, consisting of 40 hours of 
classroom work and 40 hours of 
supervised practice in a hospital, 
clinic, or public health agency. 
Trained aides will be prepared to 
assist nurses in the event of an 
emergency and will be of imme- 
diate service in hospitals, clinics, 
emergency stations, blood centers 
and public health agencies. 


Annual Safety Sessions 


The 21st annual Safety Conven- 
tion and Exposition will be held in 
New York City for four days be- 
ginning April 3. The meetings will 
take place at the Statler and Gov- 
ernor Clinton hotels in the city. 

Dr. Gerald W. Sinnott, adminis- 
trative assistant of the Jersey City 
Medical Center, will be chairman 
of the hospitals session April 4. 

The program will include dis- 
cussions of hospital problems in 


emergencies and of safety pro- 
grams for hospital employees. 

Of particular interest to hospital 
staffs should be the description, on 
April 6, of what might happen fol- 
lowing an atomic bomb attack. 

Other sessions of interest to hos- 
pitals will be those on eye pro- 
tection, safety in building 
construction, new approaches to 
accident prevention and the labor- 
management relation in accident 
prevention. 

The convention, which draws 
some 12,000 visitors yearly, is 
sponsored by the Greater New 
York Safety Council with the aid 
of 62 national and local agencies. 





CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 








NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Los Angeles—Los Angeles Eye and Ear 
Hospital 
CONNECTICUT 
Hartford—Connecticut State Department of 
Health : 
FLORIDA 
St. Petersburg—Mound Park Hospital 


ILLINOIS 
Elgin—St. Joseph Hospital 
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IOWA 
Marshalltown—St. Thomas Mercy Hospital 


KENTUCKY 
Lexington — Kentucky Society’s Crippled 
Children Convalescent Hospital ; 
Martin—Our Lady of the Way Hospita! 
MASSACHUSETTS 
Boston—Hahnemann Hospital 


MINNESOTA 
Bagley—Clearwater County Memorial Hos- 
pital 


MISSISSIPPI 


- Durant—District Two Community Hospital 


NEBRASKA 
Gothenburg—Gothenburg Memorial Hospi- 
a 
Henderson—Henderson Community Hospi- 
tal, Inc. 
NEVADA 
Las Vegas—Clark County General Hospital 


NEW YORK 
New York—Medical Arts Center Hospital 


NORTH CAROLINA 
Clinton—Sampson County Memorial Hos- 
pital, Inc. 
Greensboro—The Moses H. Cone Memorial 
Hospital k 
Smithfield—Johnston Memorial Hospital 
PENNSYLVANIA 
Meshoppen—Tyler Memorial Hospital 


SOUTH DAKOTA 


Pierre—South Dakota Department of 
Health 


VIRGINIA 
Galax—Waddell Hospital and Clinic, Inc. 
WISCONSIN 
Milwaukee—Ivanhoe Sanitarium 
CANADA 
Sarnia, Ont.—Sarnia General Hospital 


ALASKA 
Bartlett—Seward Sanatorium 


PERSONAL 


Beamish, Rahno M.— Supt. — Sarnia Gen- 
eral Hospital—Sarnia, Ont., Canada 

Bellendorf, Paul C., Jr.—Asst. Pers. Mgr.— 

Joseph’s Hospital—Bloomington, IIl. 

Brennan, Ruth V. — Admitting Nurse — St. 
Joseph’s Hospital—Bloomington, Il 

Brown, Evelyn A.—Asst. Adm.—Free Hos- 
pital for Women—Brookline, Mass. 

Cherry, John S.—Supt.— Desha County 
Hospital—Dumas, Ark. 

Goff, James S.— Engineer Off. — Veterans 
Administration Hospital — Muskogee, 
Okla. 

Hillis, Frederic Wesley — Asst. to Supt.— 
Glens Falls (N. Y.) Hospital 

Hoppe, William C.—Adm. Res.—Good Sa- 
maritan Hospital—Portland, Ore. . 

Imhoff, John C.—Student, Hosp. Admin.— 
University of Chicago . ; 

Larsen, Frank L.—Student—University of 
Pittsburgh ; 

Milner, Mary Lesher — Asst. Supt. — The 
Woman’s Hospital of Philadelphia 

Nork, Kurt H.— Adm. Res. — New York 
Hospital, New York City 

Powers, Daniel — Adm. Asst. — Beth Israel 
Hospital, New York City 

Rechany, José M.D.—Med. Insptr._ of 
Hosp. Servs. — Division of Hospitals. De- 
partment of Health —Santurce, Puerto 


Rico 
Reynolds, Raymond J.—Student, Hosp. Ad- 
min.—Yale University Medical School— 
New Haven, Conn. d 
Sears, Burton N.— Adm. Asst. — Parklan 
Hospital, City-County Hospital System— 
Dallas 
Sister M. Baptista — Supt.— St. Joseph’s 
Riverside Hospital — Warren, Ohio | 
Skinner, Charles G.—Fiscal Off.—Univer- 
sity of Mirmesota Hospitals—Minneapolis 
Smith, Walter D.—Adm.—Holmes County 
Community Hospital—Lexington, Miss, 
Taylor, James ooo Hosp. Admin. 
—University 0 icago : 
Theodoridis, Chrysostomos A., M.D.—Dir.— 
General State Hospital of Athens, Athens 
Greece — 
Tonkin, Thomas E. — Student — Unive! sity 
of California — Berkeley 
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ANN MORELAND has replaced M. 
A. GASH as superintendent of Wash- 
ington County Memorial Hospital, 
Bartlesville, Okla. Miss Moreland 
previously has served as adminis- 
trator of Shawnee (Okla.) Muni- 
cipal Hospital. 





W. J. ORTMAN has become ad- 
ministrator of the Wallowa Memo- 
rial Hospital, Enterprise, Ore., re- 
placing FRANK Mowry who re- 
signed. 


E. Rem Cappy, formerly direc- 
tor of St. John’s Episcopal Hos- 
pital, Brooklyn, has been appointed 
administrator of 
the Westmore- 
land Hospital, 
Greensburg, Pa., 
affective March 1. 

He succeeds 
EDITH IRWIN, 
R.N., who has 
resigned after 
25 years of serv- 
ice. 

Mr.Caddy 
was director of 
St. John’s Epis- 
copal Hospital 
for seven years. Prior to that, he 
served as director of South Balti- 
more General Hospital, Baltimore, 
for four years. 

A charter member of the Mary- 
land-District of Columbia-Dela- 
ware Hospital Association, Mr. 
Caddy has served as a member 
of the board of governors of the 
Greater New York Hospital Asso- 
ciation. 


umeuanestanasivannacncneaneeinnenanenanON 


MR. CADDY 


JoHN H. Pret has been named 
administrative assistant and per- 
sonnel director at St. John’s Epis- 
copal Hospital, Brooklyn. He suc- 
ceeds ALTHEA BRADLEY, who re- 
signed in January 1951. 

Mr. Piet formerly was an ad- 
ministrative assistant at Beth 
David Hospital and the Home and 
Hospital of the Daughters of 
Israel, both in New York City. 


HHT 


Dr. ROBERT MANSON has suc- 
ceeded Dr. CHARLES L. IANNE as di- 
tector of the Santa Clara County 
Tuberculosis Sanitorium, San Jose, 
Calif. Formerly, Dr. Monson was 
assistant director at that institution. 


eve nHANNNEEENOLD 


Wittiam Hancock LINTON is 
acting superintendent of Women’s 


Homeopathic Hospital, Philadel- 
Phia. 
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Dr. RICHARD J. ACKART became 
director of the University of Vir- 
ginia Hospital, Charlottesville, on 
February 1. Pri- 
or to this ap- 
pointment, Dr. 
Ackart was as- 
sistant director 
in charge of 
professional ser- 
vices and di- 
rector of the 
outpatient de- 
partment at 
Johns Hopkins 
Hospital, Balti- 
more. Previous- 
ly, he had also 
served as assistant director in 
charge of nonprofessional services 
at that institution. Dr. Ackart is 
a member of the American Hos- 
pital Association. 

LaD GRAPSKI, director of Loyola 
University Hospital, Chicago, and 
business manager of the Loyola 


DR. ACKART 


MR. GRAPSKI DR. CHANT 


professional schools of medicine, 
dentistry and nursing, has been 
appointed assistant director in 
charge of nonprofessional services 
at Johns Hopkins Hospital. 

Mr. Grapski formerly served as 
administrator of the Halifax Dis- 
trict Hospital, Daytona Beach, Fla. 


Dr. Harry L. CHANT, director of 
the Johns Hopkins Medical Care 
Clinic, since June 1948, has been 
named assistant director in charge 
of professional services and direc- 
tor of the outpatient department. 





Mary A. CLARK has resigned as 
superintendent of Eagleville (Pa.) 
Sanatorium. She will continue at 
that institution as a patient coun- 
selor. 


Dr. RALPH D. LEONARD, superin- 
tendent of Melrose (Mass.) Hos- 
pital since 1946, has retired and 
has been named chairman of that 
hospital’s executive committee. 

THELMA M. HALEY, R. N., direc- 
tor of administration, has replaced 
Dr. Leonard as superintendent. 


LAWRENCE R. PAYNE, director of 
Baylor Hospital in Dallas, Texas, 
has been appointed executive di- 
rector of the 
East Texas Hos- 
pital Associa- 
tion, Tyler, as 
of March 1. As 
head of that as- 
sociation, he 
will be in charge 
of the new 
Smith County 
Hospital, sche- 
duled for com- 
pletion in June, 
as well as man- 
age the associa- 
tion. Mr. Payne has served as 
director of Baylor Hospital since 
1948. 

A past president of the Texas 
Hospital Association, he is a fellow 
of the American College of Hos- 
pital Administrators and a former 
trustee of the American Hospital 
Association. 


MR. PAYNE 


GRADY L. CRUTCHFIELD became 
assistant director of Oak Ridge 
(Tenn.) Hospital on February 1. 
Formerly chief accountant at the 
Oak Ridge Hospital, Mr. Crutch- 
field has served at that institution 
since 1944 


The following appointments have 
been announced recently by the 
Veterans Administration: 

CHARLIE T. JACKSON, adminis- 
trative field representative of the 
Fort Snelling (Minn.) Area Medi- 
cal Office, has been named man- 
ager of the Veterans Administra- 
tion Hospital, now being con- 
structed at Miles City, Mont. Mr. 
Jackson previously has served as 
assistant manager of the Veterans 
Administration Hospital at Oteen, 
N:.-C. 

JOHN C. PHILLIPS, formerly as- 
sistant manager of the Veterans 
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Administration Hospital, Cleve- 
land, Ohio, has been appointed 
manager of that institution. 

Dr. Horace B. Cupp, chief med- 
ical officer at the Veterans Admin- 
istration Center, Mountain Home, 
Tenn., became manager of the Vet- 
erans Administration Hospital at 
Chamblee, Ga.; on February 4. 

He succeeds Dr. JOHN J. Hoop, 
who recently was named manager 
of the Veterans Administration 
Hospital, Richmond, Va. 

Dr. HucH L. PRATHER has been 
appointed manager of the Veter- 
ans Administration Hospital, 
Memphis, succeeding Dr. CLYDE M. 
BECK, who resigned. Formerly, Dr. 
Prather was chief of professional 
services at that institution. 





Jack H. WHITTINGTON has been 
named personnel director of the 
Norwalk (Conn.) Hospital. Mr. 
Whittington is a 
graduate of the 
YMCA Gradu- 
ate School, 
Nashville, 
Tenn., where he 
majored in per- 
sonnel counsel- 
ing, and of the 
Graduate School 
of Education, 
Yale University, 
New Haven, 
Conn. 

Prior to his 
recent appointment, Mr. Whitting- 
ton spent the past 22 years in per- 
sonnel counseling activities in 
industry. 


MR. 
WHITTINGTON 


Max L. Hunt, has become ad- 
ministrator of Yakima (Wash.) Me- 
morial Hospital. 





H. H. HELMINIAK has been ap- 
pointed administrator of Victory 
Memorial Hospital, Stanley, Wis., 
succeeding MRs. 
HAZEL SNYDER 
who retired. 

Prior to 
this appoint- 
ment, Mr. Hel- 
miniak was an- 
esthetist at 
Marshfield 
(Wis.) Clinic 
and De Paul 
Hospital, St. 
Louis, Mo. He 
served in the 
Medical Corps 
of the U. S. Army during World 
War II. A member of the Ameri- 


MR. HELMINIAK 
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can Association of Nurse Anes- 
thetists, Mr. Helminiak was gradu- 
ated from the State Teachers’ Col- 
lege, Stevens Point, Wis. 





GENEVA KatTZ, R.N., became di- 
rector of the Boston Floating Hos- 
pital on January 1. She replaces 
FRANK E. WING, 
who resigned 
last December. 
Mr. Wing will 
continue in an 
advisory rela- 
tionship to the 
Boston Floating 
Hospital in his 
capacity as ex- 
ecutive director 
of the New Eng- 
land Medical 
Center, Boston. 

Miss Katz 
went to the New England Medical 
Center as assistant director of the 
Boston Floating Hospital two years 
ago. Prior to that, she had been 
assistant administrator of the Wal- 
tham (Mass.) Hospital. 


MISS KATZ 





Dr. HERBERT M. Wortman, di- 
rector of the Mountainside Hos- 
pital, Montclair, N. J., has been 
appointed di- 
rector of the 
Children’s Hos- 
pital of Phila- 
delphia. He 
replaces Dr. 
Aims McGUuIN- 
NESS, who has 
been named 
dean of the Post 
Graduate Medi- 
cal School of 
the University 
of Pennsylvania, 
Philadelphia. 

A fellow of the American Col- 
lege of Hospital Administrators, 
Dr. Wortman is a past president of 
the New Jersey Hospital Associa- 
tion and has served on its board of 
trustees continuously since 1946. 
He has been a member of the 
Council on Professional Practice 
of the American Hospital Associa- 
tion and numerous committees and 
councils of both the New Jersey 
Hospital Association and the 
American Hospital Association. 


DR. WORTMAN 





RALPH B. BERSELL has been 
named hospital administrative 
consultant to the Bureau of Hos- 
pitals, Illinois Department of Pub- 
lic Health, Springfield. Prior to 
this appointment, Mr. Bersell was 


administrative assistant at the 
University of Minnesota Hospitals, 
Minneapolis. 





MarY JOHNSON, educational di- 
rector of the American College of 
Hospital Administrators, Chicago, 
has become an administrative as- 
sociate at the Health Insurance 
Plan of Greater New York 





JOHN EDWARD VANDERKLISH be- 
came administrator of the Atlantic 
City (N.J.) Hospital on January 1. 
He succeeds Dr, 
FRANK H. Bar- 
RETT, who re- 
signed last No- 
vember. 

Prior a 
this appoint- 
ment, Mr. Van- 
derKlish was 
assistant admin- 
istrator of the 
Glover Memor- 
ial Hospital, 
Needham, Mass. 

Mr. Vander- 
Klish served his administrative in- 
ternship at the Massachusetts Me- 
morial Hospitai, Boston, where he 
later was named assistant adminis- 
trator. 


MR. VANDERKLISH 





RICHARD SCRUGGS has been named 
administrator of the new Critten- 
den Memorial Hospital in West 
Memphis, Tenn. Prior to this 
appointment, Mr. Scruggs was as- 
sistant administrator of the Uni- 
versity (Ala.) Hospital. The Crit- 
tenden Memorial Hospital is sched- 
uled for completion May 1. 





RALPH R. BETTS has been ap- 
pointed superintendent of the Dela- 
ware Valley Hospital, now being 
constructed in 
Walton, N. Y. 
Previously, Mr. 
Betts was assist- 
ant superin- 
tendent of Glen 
Falls (N.Y.) 
Hospital, and 
had been asso- 
ciated with that 
institution for 11 
years. 

While _ there, 
Mr. Betts served 
as purchasing 
agent and personnel director until 
1945, when he was named assist- 
ant superintendent. ; 

The Delaware Valley Hospital is 


MR. BETTS 
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